Exploring the Effects of a Family Admissions Program for Adolescents with Anorexia Nervosa by Fink, Keren
Copyright and use of this thesis
This thesis must be used in accordance with the 
provisions of the Copyright Act 1968.
Reproduction of material protected by copyright 
may be an infringement of copyright and 
copyright owners may be entitled to take 
legal action against persons who infringe their 
copyright.
Section 51 (2) of the Copyright Act permits 
an authorized officer of a university library or 
archives to provide a copy (by communication 
or otherwise) of an unpublished thesis kept in 
the library or archives, to a person who satisfies 
the authorized officer that he or she requires 
the reproduction for the purposes of research 
or study. 
The Copyright Act grants the creator of a work 
a number of moral rights, specifically the right of 
attribution, the right against false attribution and 
the right of integrity. 
You may infringe the author’s moral rights if you:
-  fail to acknowledge the author of this thesis if 
you quote sections from the work 
- attribute this thesis to another author 
-  subject this thesis to derogatory treatment 
which may prejudice the author’s reputation
For further information contact the 
University’s Copyright Service.
sydney.edu.au/copyright
 1 
 
Exploring the Effects of a Family Admissions Program for Adolescents with 
Anorexia Nervosa 
 
Keren Fink 
BPsych (Hons1) 
 
 
A thesis submitted in fulfilment of the requirements for the degree Doctor of Clinical 
Psychology/Master of Science (DCP/MSc)  
 
 
School of Psychology  
Faculty of Science   
The University of Sydney  
Sydney, New South Wales, Australia  
 
 
2015 
 2 
Acknowledgements 
First, I would like to thank all of the families and adolescents who participated in the 
research. Thank you for so generously sharing your stories and experiences with me. 
To my primary supervisor, Associate Professor Paul Rhodes, thank you for your 
never ending support and guidance during the past three years. Your ongoing 
mentorship, knowledge and patience have been invaluable. You have encouraged me 
to challenge and push myself as both a researcher and clinician. I will be forever 
grateful for all that you have taught me. 
I also want to extend my deepest gratitude to the team at the Eating Disorders Service 
at the Children’s Hospital at Westmead. Thank you for so warmly supporting me 
through the whole research process, and for making this study possible in the first 
place. In particular, I want to thank Dr Jane Miskovic-Wheatley – your dedication and 
time has been so appreciated, and your humour has helped me stay sane along the 
way. To Andrew Wallis, thank you for sharing your expertise and knowledge, and 
making me feel a part of your team. You have been an amazing mentor during this 
journey. I would also like to thank my associate supervisor, Professor Stephen Touyz, 
as well as Dr Sloane Madden and Associate Professor Michael Kohn for all of their 
support and feedback. 
Most importantly, I want to thank my dear parents, family and friends. I would not 
have been able to do this without your unwavering support and confidence in me. 
Thank you in particular to all the girls – you have suffered listening to me during the 
ups and downs of the last three years. And finally, to Tamar, clinical psychologist and 
my mother, you set the path for where I am today. 
 3 
Contributions of the Candidate 
The research presented in this thesis represents original work undertaken by the 
Candidate, in conjunction with the School of Psychology at the University of Sydney 
and the Eating Disorders Service at the Children’s Hospital at Westmead. Ethics 
approval was granted by Hunter New England Human Research Ethics Committee 
(HNEHREC) (see Appendix A for correspondence with ethics boards). 
The Candidate was responsible for coordinating the research under the supervision of 
Associate Professor Paul Rhodes and Professor Stephen Touyz at the University of 
Sydney, and Mr Andrew Wallis and Dr Jane Miskovic-Wheatley at the Children’s 
Hospital at Westmead. The Candidate took primary responsibility for all aspects of 
the research including identification of thesis topic, research aims, study design, data 
collection, database management, analyses, and interpretation of results. The 
candidate wrote this thesis and maintains chief responsibility for this thesis.  
 
 
 
 
 
 
 
 
 4 
Statement of Authentication 
This thesis is submitted to the University of Sydney in partial fulfilment of the 
requirements of the degree Doctor of Clinical Psychology/Master of Science 
(DCP/MSc). The work presented in this thesis is, to the best of my knowledge and 
belief, original except as acknowledged in the text. I hereby declare that I have not 
submitted this material, either in full or in part, for a degree at this or any other 
institution.  
 
 
 
     Keren Fink        12/10/15 
 
 
 
 
 
 
 
 
 
 5 
Abstract 
According to existing research, Maudsley Family Based Treatment (MFBT) is 
the most efficacious treatment option for children and adolescents suffering from 
Anorexia Nervosa (AN). Despite a wealth of evidence demonstrating the superior 
efficacy of MFBT for these young individuals, it is being increasingly documented in 
recent literature that a considerable minority of patients do not respond as expected to 
treatment. A number of adaptations to traditional MFBT have been made to 
accommodate these at-risk populations, one of which is the Family Admissions 
Program (FAP) – a recent treatment program that has been developed by the Eating 
Disorders Service at the Children’s Hospital at Westmead, with the specific aim of 
providing high intensity and immediate support to particularly vulnerable families at 
the outset of treatment. The FAP involves the adolescent and his/her family living in a 
self-contained ward within the hospital grounds for two weeks post discharge, 
whereby they complete a condensed form of parts of the first phase of traditional 
MFBT.  
The overall aims of this thesis were to provide a preliminary evaluation of the 
FAP, looking specifically at how participants experienced the program and its effects. 
The research consisted of two related qualitative studies. The first was a Narrative 
Inquiry, in which 10 adolescents and their families were invited to recount their 
journey with AN and what overall role they believed the FAP played within this. 
Results from the Narrative Inquiry indicated that the FAP provided two important 
mechanistic factors in families’ process of recovery from AN – a) an opportunity to 
reconnect and come together in a way that was more effective in fighting against the 
illness; and b) an experience, for parents in particular, that allowed for an increased 
sense of confidence, insight and motivation to continue engaging with MFBT once 
 6 
back at home.   
The second study used Interpretative Phenomenological Analysis to gain a 
detailed account of the nature of four families’ experiences as they were currently 
undergoing the FAP. Comparison was then made between how well the patients’ 
reflections aligned with clinical expectations and evaluations of their treatment in the 
program. Analyses revealed that clinicians and families held corresponding 
expectations and evaluations of their participation in the FAP, particularly those to do 
with changes witnessed in the wider family unit and the new way in which parents 
approached their management of the AN. Therapeutic intensity and proximity to the 
hospital’s supports and services were two key factors of the FAP that both clinicians 
and families noted as being particularly important in leading to these observed 
outcomes. Overall, the findings of the thesis indicate that for families who are coming 
to MFBT resource-poor, under relational strain and at an acute point of crisis, 
treatment needs to be adapted in a way that can provide a higher level of intensity and 
proximity to support, so that there can be a reconnection within the family unit. 
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Chapter 1 – Introduction  
1.1. Background 
According to existing research, including both original empirical studies, as 
well as a number of systematic reviews (Lock, 2015; Couturier et al., 2013; Bulik, 
2007) Maudsley Family Based Treatment (MFBT) is the most efficacious treatment 
option for adolescents suffering Anorexia Nervosa (AN), particularly those who are 
under the age of 19, still living within the family home and have had the illness for 
less than three years. Developed from an integration of multiple schools of family 
therapy, MFBT views the family as a key resource in the adolescent’s recovery, 
where parents, rather than the therapist, are given the central role of taking charge of 
the illness and refeeding their child.  
Despite the above evidence demonstrating the superior efficacy of MFBT for 
young populations, a considerable minority of patients do not respond as expected to 
treatment. Predictors of negative treatment outcomes are still inconclusive, however, 
current studies have indicated that patients who have more complex family structures 
and dynamics, less access to support, and more severe eating disordered 
psychopathology tend to respond less successfully to standard MFBT. To account for 
these factors, a number of accommodations to traditional MFBT have been made, 
including the use of separate family and child sessions to minimise the negative 
impact of certain family dynamics; multiple-family treatment groups to increase 
solidarity, support and intensity; and parent-to-parent consultations to empower 
families in the face of hopelessness.  
Despite the existence of these augmentations, they still might not be achieving 
the higher level of intensity needed to create change for families that are significantly 
more at risk of negative treatment outcomes. This is especially concerning given the 
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extremely serious medical complications associated with AN, particularly in cases 
where there has been previous failure in treatment. With the aim of providing highly 
intensive and immediate care to families who are expected to respond negatively to 
traditional MFBT, a brief MFBT-based family admission program has been trialled at 
the Eating Disorders Service (EDS), at the Children’s Hospital, Westmead (CHW). 
Similar to traditional family in-patient programs, the Family Admissions Program 
(FAP) aims to provide an intermediate step between hospitalisation and outpatient 
treatment, whereby the family lives in a self-contained ward within the hospital 
grounds for two weeks post discharge. Core to the program is the increased level of 
intensity around therapeutic intervention and re-feeding. This has the fundamental 
aim of shifting control from medical staff back to parents, and thereby positioning 
recovery to occur within the family system. 
The FAP has only recently been developed as an augmentation to MFBT. 
Research is therefore needed in order to gain a preliminary understanding of the 
program and its effects.  
1.2. Overview of the research thesis 
The main objective of this study was to gain an understanding of the nature of 
participants’ experiences of the FAP, with a specific focus on exploring the program’s 
treatment effects from the point of view of the participating families and clinicians. 
Within this investigative framework, two primary aims were held: 1) to understand 
the role of the FAP in families’ overall journeys with AN, from onset to present day, 
and 2) offer a cross-sectional exploration of patients’ experiences as they currently 
undergo the FAP, evaluating how well these experiences relate to clinical 
expectations of treatment. 
This thesis includes a review of the relevant literature (Chapter 2), as well as two 
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qualitative investigations (Narrative Inquiry and Interpretative Phenomenological 
Analysis), each of which aims to address the aforementioned research aims. 
Understood together, these two investigations comprise the current study and have 
been presented alongside each other within the Method, Results and Discussions 
sections of the present thesis (Chapters 3, 4 and 5, respectively). 
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Chapter 2 – Literature Review and Research Aims 
2.1. Anorexia Nervosa – overview of illness 
Anorexia Nervosa (AN) is a serious psychiatric illness characterised by extreme 
caloric restriction and resulting low body weight. Primary to a diagnosis of the 
disorder is a persistent refusal to maintain body weight at or above a minimally 
normal weight for age and height, an intense fear of gaining weight or becoming fat, 
and disturbed body image. Current diagnostic criteria also specify the excessive 
influence of body shape and weight on self-evaluation and a lack of recognition of the 
severity of one’s malnourished state (DSM-V; American Psychiatric Association, 
2013). AN is divided into two subtypes – the restricting type, where low body weight 
is achieved through extremely low caloric intake only; and the binge-purge type, 
where the individual may engage in frequent binge-eating episodes, followed by 
compensatory purging behaviour, such as vomiting and laxative use (APA, 2013).  
As a result of the significant dietary restriction and weight loss characteristic to 
AN, severe medical and psychological complications typically co-occur with the 
disorder, most notably fatality. AN has the highest mortality rate of any mental 
illness, where estimates suggest that between 10-15% of sufferers will die, either as a 
result of malnutrition or suicide (Franko et al., 2013; Keel & Brown, 2010). Indeed, a 
recent meta-analysis found that individuals with AN have a significantly higher 
chance of mortality compared to that of the general population and other eating 
disorders (Arcelus, Mitchell, Wales, & Nielsen, 2011). A longitudinal study 
confirmed these findings, also identifying that comorbid psychopathology, substance 
abuse and illness chronicity are strong predictors of fatality (Franko et al., 2013). 
Katzman’s (2005) review of the literature noted that other major medical 
complications of AN also include significant cardiovascular conditions, such as 
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bradycardia and cardiac arrhythmias, as well as amenorrhea, osteoporosis, electrolyte 
imbalances and gastrointestinal problems. There is also growing evidence which 
suggests that structural and functional brain changes occur in individuals with AN, 
and led to significant cognitive impairments, such as rigid and stereotyped thinking, 
and poor concentration (Treasure & Russell, 2011; Katzman, Christensen, Young & 
Zipursky, 2001).  
Whilst many of these complications are reversible with early re-nourishment and 
medical treatment, some have still been shown to persist post refeeding, especially if 
the illness had a chronic course (Katzman, 2005). Indeed, longitudinal research 
indicates that AN has extremely high morbidity rates, in which estimates show that 
the disorder will be ongoing for approximately 20% of patients, and only half will 
recover (Steinhausen, 2009; Eckert et al., 1995). Moreover, the majority of sufferers 
for whom AN is chronic are more likely to develop bulimic symptoms in the later 
stages of the illness, primarily binge-eating and purging (Eckert, 1995). The average 
duration of AN has been shown to range between 5 and 7 years (Beumont & Touyz, 
2003); however, evidence suggests that if the disorder is treated in its early stages, 
mortality and morbidity rates decrease significantly and the rate of recovery can 
increase to 70% (Steinhausen, Boyadjieva, Griogoroiu-Serbanescu & Neumarker, 
2003). 
A systematic review identifies that the current prevalence rates of AN are 
estimated to be between 0.3% and 1% of total population (Bulik et al., 2007), with the 
highest incidence of onset occurring in adolescent females, aged approximately 15-19 
years (Hurst, Read & Wallis, 2012). A number of studies assessing the course and 
prevalence of AN have identified increasing rates of the disorder amongst younger 
populations. For example, recent findings from population surveys conducted in both 
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Singapore and Australia indicated increasing prevalence of AN among younger age 
groups, particularly those between 10-15 years of age (Gonzalez, Kohn & Clarke, 
2007; Lee, Lee, Pathy & Chan, 2005). Research from Brazil (Alves, Vasconcelos, 
Calvo & Neve, 2008) and the United Kingdom (Currin, Schmidt, Treasure & Jick, 
2005) support these trends, illustrating that in the last decade, prevalence rates of AN 
symptoms are high in the 10-19 and 10-13 age groups, respectively. Such results 
unfortunately appear to suggest that AN is becoming a growing problem in children 
and adolescents. 
2.2. Treatment options for AN 
Recent systematic and literature reviews have highlighted that successful 
evidence-based treatments for AN in adulthood are notoriously limited, and no single 
treatment option has been found to be conclusively effective in improving 
symptomatology (Watson & Bulik, 2013; Bulik, 2007). Both randomised-controlled 
studies investigating efficacious options for adults, as well systematic reviews 
analysing overall efficacy, have indicated that specialised psychotherapies, such as 
psychodynamic, cognitive-analytic and adult-based family treatment, are generally 
better than routine supportive out-patient counselling, however, they do not differ 
significantly from one another in terms of efficacy (Schmidt et al., 2012; Watson & 
Bulik, 2013; Dare et al., 2001). Thus, it is difficult to identify through which 
treatment modality an adult AN patient might have a higher chance of recovery. 
Whilst there is emerging evidence in support of an enhanced form of Cognitive 
Behavioural Therapy for adult AN (Fairburn et al., 2013), strictly defined recovery 
rates are low for the majority of adults undergoing psychotherapeutic treatment for 
AN (Schmidt et al., 2012).  
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Outpatient care is the most common form of treatment received by adults, 
however, relapse rates are significantly high (Carter and colleagues (2012) report that 
relapse rates have been shown to reach nearly as high as 65% in adult populations), 
and many patients require multiple in-patient admissions (LeGrange & Lock, 2005; 
Bulik et al., 2007). This is especially problematic given the considerable evidence 
highlighting a correlation between hospitalisation and poorer prognosis (Keel & 
Brown, 2010; Hjern, Lindberg & Linblad, 2006; Gowers et al., 2000). Whilst the role 
of the hospital is central in terms of refeeding and medical restabilisation, a number of 
factors inherent to the in-patient stay can inadvertently reinforce the strength and 
longevity of the illness (Treausre et al., 2011). Forced refeeding, a palliating 
environment and lack of independence or autonomy have all been suggested as 
possibly strengthening food avoidance and hindering the motivation to change 
(Treasure & Russell, 2011). Additionally, the highly structured nature of the hospital 
environment may foster the rigid and obsessive characteristics that are believed to 
maintain AN symptomatology. 
In contrast to adult populations, treatment for AN in childhood and adolescence is 
more promising, where current research points towards the superior efficacy of 
family-based treatment (Watson & Bulik, 2013; LeGrange & Eisler, 2009; Keel & 
Haedt, 2008; Bulik et al., 2007). Recent systematic reviews have found that the 
remissions rates for adolescents who have received family-based treatment as 
opposed to other, individual modes of therapy, is statistically significantly higher 
(LeGrange & Lock, 2005; Bulik et al., 2007; Courterier, Kimber & Szatmari, 2013). 
A number of different forms and philosophical approaches to family-based treatment 
exist; a number of recent systematic reviews, however, have shown that of these, 
Maudsley Family Based Treatment (MFBT) appears to have the most compelling 
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empirical support, in which a considerable majority of patients are seen to recover and 
maintain improvements up to 5 years later (Courturier et al., 2013; Fisher, Hetrick & 
Hushford, 2010; Bulik et al., 2007). MFBT centres on the premise that families are 
the key resource for their child’s recovery, and so parents are given the task of re-
feeding their child through intense focus on behavioural change. 
2.3. Development of MFBT 
MFBT integrates key principles from a number of major schools of family 
therapy, including structural and systemic family therapy theories, as well as narrative 
and strategic based techniques (Lock & LeGrange, 2012). 
The first family-based treatments for AN were by pioneered by Salvador 
Minuchin and colleagues (Minuchin, Rosman & Baker, 1978), who’s structural 
family therapy approach to AN saw the origin of eating disordered pathology as 
coming from the whole family, rather than the individual child. Followers of 
Minuchin believed families of anorexic patients to be ‘psychosomatic’, in which they 
were similarly identifiable by their rigidity, enmeshment and avoidance of conflict. 
Along with weak intergenerational boundaries and parental over-involvement, these 
characteristics were believed to endow the AN with the function of maintaining a 
sense of homeostasis in the face of major life-cycle changes and family conflict. Thus, 
the structural approach to treating AN was focused predominately on restructuring the 
family’s organisation with the aim of achieving a more strongly delineated family 
hierarchy (Dare, 1985). Minuchin also saw the therapist as a having an expert role in 
the family’s treatment, and as such, took a very active and direct approach in guiding 
the parents how and what to feed their child.  
Pioneered by Palazzoli and colleagues in Milan (Selvini-Palazzoli, 1974; Selvini-
Palazzoli, 1986), systemic family therapy shared a similar approach to structural 
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family therapy in terms of seeing the AN as a response to parental over-involvement 
and a lack of adolescent autonomy; however, the model diverged on its view of the 
role of the therapist. Palazzoli believed that the therapist should adopt a more neutral 
approach to treatment in order to avoid interfering with homeostatic mechanisms that 
might be maintaining the current family system. As such, focus of systemic family 
therapy placed a stronger emphasis on allowing parents themselves to take charge and 
modify blurred family subsystems, with the hope of restructuring unhelpful patterns 
of interaction that had developed around the disorder.  
After conducting the initial MFBT trials, Dare and colleagues (2005) began to 
question whether families of anorexic patients were indeed responsible for the 
disorder, as Minuchin and Palazzoli had first theorised. Whilst clinical observations in 
these trials confirmed the view that the families were indeed organised and structured 
in similar ways, these patterns were common across all participants involved in the 
study, independent of age or length of illness. It was thus concluded that response to 
treatment was better predicted by ‘illness factors’ – the age of onset and duration of 
illness – rather than family factors (Lock & LeGrange, 2012). This led the 
investigators to reject previous pathologising views of the family, and instead adopt a 
more agnostic approach to illness aetiology, very much in line with Hayley’s (1976) 
strategic model of family therapy. By de-emphasising the importance of aetiology, the 
illness could be placed outside of the family, and thus be seen as independent of 
family functioning.  
Current understanding now conceptualises family functioning to be a result of 
family structure having been re-organised around the AN (Whitney & Eisler, 2005). 
Indeed, empirical evidence now supports the view that families become caught in 
unhelpful patterns of interaction, rendering them unable to access their own resources 
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for recovery (Eisler, 2005). This notion has been further reinforced by research into 
family functioning in AN, which found no evidence for a unique set of family 
dynamics or structure specific to families of anorexia (Dare, LeGrange, Eisler & 
Rutherford, 1994; Neumark-Sztainer et al., 1998). The current model of MFBT thus 
incorporates the idea that the family bears no responsibility on the cause of the illness; 
instead, it works to break down current factors maintaining symptomatology, as 
opposed to focusing on family patterns that are assumed to be causing the disorder.  
Rhodes (2003) highlights the similarity of this agnostic stance with the narrative 
technique of externalisation (White & Epston, 1990). In MFBT, externalisation has 
been adopted as integral treatment component, in which the AN is personified as the 
oppressor, or enemy, rather than the patient. This has the effect of breaking down 
cycles of blame and guilt, which are likely to led to criticism of the child and 
consequently exhaust the parents’ energy in fighting the illness. Externalisation 
techniques are additionally seen to help the patient and her family ‘rewrite’ their story 
of AN, and thus redefine what meaning the disorder holds for them (White & Epston, 
1990).  
In line with this emphasis on positioning family members to be active participants 
of their treatment, solution-focused brief therapy (SFBT; De Shazer, 1985) has 
similarly influenced MFBT by encouraging families to re-tell their stories with a 
focus on solutions and preferred futures, rather than problems. Thus, using SFBT’s 
strong emphasis on language and dialogue (Iveson, 2002), MFBT aims to amplify a 
family’s strengths and abilities by looking for exceptions to their dominant story of 
failure and hopelessness, which has typically become reinforced during their struggle 
with AN. 
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The central tenet of current MFBT is that the adolescent patient exists within a 
family system, and so his/her parents’ are the key resource to recovery (Lock & 
LeGrange, 2012). MFBT therefore continues to adopt Minuchin’s emphasis on 
reinstating a traditional family hierarchy where there are more strongly delineated 
intergenerational subsystems. To achieve this, parents are consistently guided to take 
charge of refeeding their child, whilst the siblings are referred to for emotional and 
social support of the patient. The illness is still situated outside of the family, allowing 
for an agnostic stance towards the cause of AN to remain. Maudsley therapists thus 
approach each session with questioning and feedback techniques that prevent them 
from taking on too active a role. The use of circular questioning (Cecchin, 1987) 
encourages various family members to empathise and take on the perspective of 
others, not only allowing for news of difference to enter into the family system, but 
also enabling the family to draw upon their own resources and strategies for change. 
This is seen to re-empower both parents and patient in the face of AN.  
2.4. Empirical Efficacy of MFBT 
The first randomised and controlled study of a family-based treatment for AN was 
conducted by Russell, Szmulker, Dare & Eisler at the Maudsley Hospital in London 
(1987). The treatment utilised in these trials was based largely on Minuchin and 
Palazzoli’s approaches, in which focus was first placed on redefining parental and 
sibling family subsystems, and then on challenging and changing dysfunctional 
patterns of interaction. The technique of externalisation (White & Epston, 2009) also 
served as an integral element of these early treatment trials, in which large focus was 
placed on helping families to see the AN as separate to their child. The initial trial 
compared family therapy with supportive individual therapy across a sample of 80 
adolescents and adults with either AN or Bulimia Nervosa. Results showed that, in 
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comparison to older patients, adolescents with an early onset (< 19 years) and short 
duration (< 3 years) of AN specifically, had greater improvements when treated with 
the family-based treatment. 90% of this group of participants were able to reach an 
ideal body weight of 85%, and maintain this at a 5-year follow-up (Eisler et al, 1997). 
These findings were the first to provide support for MFBT as the treatment of choice 
for adolescents with a short illness history; indeed, these criteria are now generally 
accepted as indicators for treatment.  
Since this time, there have been a number of additional studies assessing the 
empirical efficacy of MFBT. To further explore the specific mechanisms by which the 
treatment had first been successful, a second trial was conducted, assessing the 
suspected effective components of the therapy (LeGrange, Eisler, Dare & Russell, 
1992a). It was believed by the investigators that there were two primary components 
of change instigated by the treatment – one had to do with the family restructuring 
itself as parents took stronger charge of food and eating, and the second involved 
helping the adolescent to feel competent and safe enough to individuate without AN. 
Minuchin (1978) believed that only by seeing the family together could insight into 
structural and systemic family dynamics be obtained and then used for therapeutic 
intervention.  LeGrange and colleagues, however, questioned whether this was the 
case, and proposed a different form of MFBT that mobilised each of the above 
components of change separately. As such, the second trial of MFBT assessed 
whether treatment outcomes differed across families that were seen together versus 
those where the parents and child were seen separately. Eighteen adolescent patients 
with short illness histories were randomised to either conjoint (CFT) or separate 
(SFT) family therapy. Whilst outcome measures after six months indicated 
substantial, yet comparable, improvements in AN symptoms across both treatment 
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groups, a key between-group difference in families’ levels of expressed emotion (EE) 
was found. Further investigation of clinical interview data from the study indicated 
that, for families who displayed high levels of EE prior to treatment, SFT yielded 
more successful clinical improvements than CFT (LeGrange, Eisler, Dare & Hodes, 
1992b). These findings supported previous research (LeGrange et al., 1992a; 
Szmukler, Eisler, Russell & Dare, 1985), which indicated that families with hostile 
and critical parents tend to drop out of treatment earlier, and are thus more likely to 
have poorer outcomes. The findings also pointed towards the therapeutic advantage of 
taking a less confrontational treatment approach (SFT) for families where there is 
high EE. Indeed, follow-up data investigating patient experience during this trial 
showed that these families tended to appreciate the ability to talk through issues of 
conflict, guilt and blame brought about by the AN, without having to experience the 
intensity of having them enacted in the room (Dare et al., 1995). 
A second trial comparing CFT to SFT in families with high EE (Eisler et al., 
2000) confirmed the findings of LeGrange and colleagues’ (1992a) initial pilot study. 
Of the 40 adolescent patients randomised to either CFT or SFT in this second study, 
approximately two thirds achieved a healthy body weight and reduced AN 
symptomatology. For high EE families, SFT again yielded superior treatment 
outcomes, whereas for families who showed little EE to begin with, equal responses 
were seen across both forms of MFBT. It is interesting to note that patients allocated 
to CFT displayed greater improvement in other psychological variables often 
associated with AN, namely mood, obsessionality and psychosexual adjustment. 
These improvements, however, were no longer significantly different to the SFT 
group at a five-year follow-up, where nearly three quarters of all participants 
continued to experience no AN symptoms (Eisler, Simic, Russell & Dare, 2007). 
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Lock, Agras, Bryson & Kraemer (2005) aimed to further investigate how to best 
deliver MFBT by comparing a short- versus long-term approach. Eighty-six AN 
adolescents and their families were randomised to either a 6-month, 10-session course 
of treatment or a 12-month, 20-session course. Nearly all patients showed vast 
improvements by the end of treatment: 90% no longer met diagnostic criteria for AN. 
The findings also revealed a trend, in which patients with non-intact family structures 
and more severe eating disordered symptomatology appeared to better respond to the 
longer course of treatment. For these patients, BMI and global Eating Disorder 
Examination scores were significantly higher at discharge and a 6- and 12-month 
follow-ups compared to similar patients who received the short course of treatment. 
Across the sample as a whole, however, no significant between-group differences in 
weight gain or improvements in AN psychopathology were found, suggesting that 
varying the length of treatment had little effect on overall outcomes. This study was 
also the first randomised-controlled trial to employ the manualised version of MFBT 
(Lock, LeGrange, Agras & Dare, 2001). 
Lock and colleagues (2010) conducted an additional trial utilising the manualised 
form of treatment, this time comparing MFBT to adolescent-focused therapy (AFT). 
121 adolescents meeting criteria for AN were randomised to either MFBT or AFT for 
a period of one year. MFBT was found to be superior in terms of improvement in 
weight and eating disordered symptomatology; however, significant differences in 
recovery rates were only found at a 12-month follow up, in which 42% of participants 
in the MFBT group maintained >95% of their ideal body weight, compared to only 
19% in the AFT group. These results further reinforce previous research, which 
indicates that MFBT has better and more enduring treatment outcomes for adolescents 
with AN. Nonetheless, despite this wealth of evidence supporting MFBT as a more 
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effective treatment option than individual psychological treatments for adolescents 
with AN, there currently exists only one documented RCT that has compared MFBT 
to another form of family therapy. Geist and colleagues (2000) randomly allocated 25 
adolescents with AN to eight fortnightly sessions of either MFBT or family group 
psychoeducation (based on strategic family therapy principles), finding no significant 
group-differences in weight gain at the end of treatment and also at a 4-month follow-
up. Further investigation of the relative efficacy of MFBT to other schools of family 
treatment is thus important in order to overcome the existing limitations in 
ascertaining the efficacy of MFBT over and above alternative family-based 
approaches.  
2.5. Manualisation of MFBT 
In 2001, MFBT was manualised by Lock and colleagues (2001) with the intention 
of allowing for more empirical testing to take place. The manual outlines three 
separate phases of treatment, where the tone and pace of sessions reflects the patient’s 
anticipated clinical progress. Standard treatment typically takes around 20 sessions 
across one year, however, movement through the phases is tailored to each family’s 
specific needs and rate of progress, and so in some cases, treatment can take as little 
as 10 sessions over a six month period (Lock & LeGrange, 2012).  
The first phase of treatment is dedicated solely to immediate weight restoration. 
Underlining the model’s approach is a strong emphasis on generating a sense of 
intensity throughout therapy in order to create momentum for change. This is 
achieved at the outset of Phase I by underscoring to the family the severe medical 
complications and possible fatality that can occur if the illness is left untreated. 
Unlike other treatment modalities, MFBT does not view the adolescent as being in 
control of his/her behaviour. Instead, it conceptualises the AN to be controlling the 
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adolescent, who as a result, has begun to function as a much younger child in need of 
significantly more containment and help from his/her parents. Thus, Phase 1 centres 
on giving all control and responsibility regarding food and eating to the parents, 
whilst helping them to see the AN as separate to their child. Parents are encouraged to 
challenge the guilt that they might feel, and instead remember their strengths and 
capacity as parents to take on the task of refeeding their child.  
Phase I also involves a ‘family meal’, which takes place during session two. 
Minuchin (1978) was the first to incorporate a family meal into treatment, with the 
purpose of bringing to light and then challenging unhelpful family structures and 
interactions that had developed in response to the AN. The aim of the family meal 
session is to help parents unite against the illness by encouraging their child to ‘eat 
one more bite than the AN wants them to’. In line with Palazzoli’s (1986) advocacy 
for a non-intrusive and neutral therapeutic approach, the therapist’s role in this session 
is to direct discussion and actions around eating in such a way that encourages the 
family to work out for themselves how to help their child eat normally once again. 
Parents are prompted to maintain a firm, consistent and united parenting front, whilst 
siblings are drawn upon for patient support.  
The remainder of Phase I focuses on food, eating and weight restoration, and the 
tone of each weekly session reflects the patient’s progress during the previous week. 
If weight has been gained, parents’ efforts are amplified and encouraged to continue; 
if weight has been lost, the parents are reminded of how severely ill their child still is, 
and urged to identify how they can better fight the illness in the coming week. 
Transition to Phase II is signalled once there is evidence of steady weight 
gain, as well as a change in the overall tone of the family – usually reflected by a 
sense of parental relief after success in taking charge of the AN (Lock & LeGrange, 
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2012). Whilst the issue of AN behaviours and weight continue to remain the primary 
focus of discussion in each session, other issues that had previously been sidelined 
during the intense weight restoration period, are brought forward. Typically, these 
relate to peer relationships and adolescent sexuality, but are only reviewed in light of 
how they relate to food, eating and weight. As Phase II progresses, control over eating 
and exercise starts to be gradually returned to the adolescent, under strict parental 
monitoring. The move to Phase II is also reflected by a change in tone on part of the 
therapist, who no longer stresses as strongly the severe gravity of the situation. If at 
any point, however, the therapist notices that weight restoration is being compromised 
by the adolescent’s increased autonomy over eating, Phase I is revisited. 
The initiation of the final phase of treatment begins once the patient achieves a 
stable and healthy body weight (typically 90-100% of their ideal body weight), and 
has regained control over all eating and weight behaviours, including any excessive 
exercise that may have been present. The central theme of Phase III is to consolidate 
the establishment of a healthy adolescent, whose family relationships are not centred 
on food and weight. Increased adolescent autonomy gathers more focus, and family 
life after AN becomes more a prominent topic in session discussions. Phase III is 
generally much shorter than the other parts of treatment, often comprising only 2-3 
sessions, conducted monthly (Lock & LeGrange, 2012). 
2.6. Factors predicting treatment outcome 
Whilst increasing empirical evidence demonstrates the efficacy of MFBT for 
adolescents with a short illness history, a number of patients still do not respond as 
expected to treatment (Couturier, 2013; Lock, 2015). Patients have still been shown to 
drop out early, or only partially respond to treatment (Wallis et al., 2013). Predictors 
of negative treatment outcomes are still inconclusive, however, current studies 
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(namely, those that are discussed in the following paragraphs) have indicated a 
number of possible factors, primarily relating to the severity of psychopathology 
around disordered eating. 
Lock and colleagues’ 2005 study investigating the optimal length of MFBT, found 
that participants who exhibited higher eating-related obsessionality at baseline (as 
measured by the YBC-ED (Yale-Brown-Cornell Eating Disorder Scale; Mazure, 
Halmi & Einhorn, 1995) tended to require longer courses of treatment than those who 
scored lower on this measure. The researchers reasoned that, as a result of these 
patients’ more intractable presentations of AN, it is more challenging for parents to 
take charge of eating-disordered behaviours, and thus, it takes longer for behavioural 
and psychological change to be achieved.  LeGrange and colleagues (2012) similarly 
found that eating-related obsessionality (as measured by YBC-ED scores) and eating 
disorder specific psychopathology (as measured by global EDE scores (Eating 
Disorder Examination; Cooper & Fairburn, 1987) both moderated treatment outcome 
in a trial comparing MFBT to AFT – patients who underwent MFBT and scored high 
on both of these measures again appeared to benefit more from a longer course of 
treatment. 
A greater degree of weight loss pre-treatment has also been demonstrated as a 
predictor of poorer treatment outcome. In their study comparing treatment efficacy 
between SFT and CFT, Eisler and colleagues (2000) found a significant negative 
relationship between the degree of emaciation prior to treatment onset and post-
treatment weight, independent of the participants’ allocated treatment condition. It 
thus appears that a lengthier course of treatment in adolescents with significantly low 
body weight prior to treatment might be required to achieve the necessary weight gain 
conducive to engagement in therapy, as well as medical and psychological 
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improvement (Treasure & Russell, 2011). Similarly, Lock, Couturier, Bryson and 
Agras (2006) found that comorbid psychiatric illness indicated the need for a 
protracted course of treatment, as participants with comorbid depression, anxiety and 
obsessiveness were found to have lower remission rates at the end of treatment, and 
appeared to require more time to effectively resolve how these additional psychiatric 
difficulties were interfering with ongoing improvement in independent and non-
disordered eating.   
Factors related specifically to treatment are also important in determining 
treatment success. Eisler and colleagues (2000) found a strong association between 
previous treatment attempts and symptom improvement, in which patients who had 
had no previous treatment tended to have better outcomes at the end of MFBT 
compared to those who had undergone repeated treatments, independent of whether 
they were in- or out-patient based. Early weight gain at the start of treatment has been 
similarly associated with better treatment responses, such as higher remission rates 
(Doyle et al., 2010), again underscoring the importance of physical health and weight 
in aiding psychological engagement in therapy, and thus better treatment outcomes 
(Treausre & Russell, 2011).  
Finally, family characteristics have also been demonstrated to be important 
moderators of treatment outcomes, with the most robust relationship occurring 
between high levels of expressed emotion (EE) and worse outcomes (Eisler et al., 
2000; Eisler et al., 2007; LeGrange et al., 1992a; Szmukler et al., 1985). In all four of 
these studies, families who displayed high EE had significantly worse outcomes than 
those with low EE, including lower remission rates, early dropout and continuing 
symptoms post-treatment. In contrast, effective parental control (Lock et al, 2006) and 
parental warmth (LeGrange et al., 2011) have both been shown to led to more 
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successful outcomes, in which adolescents who have parents who display these 
characteristics are significantly more likely to have better treatment outcomes (as 
defined by achieving 95% ideal body weight at the end of treatment (LeGrange et al., 
2011) and achieving an EDE score within 2 standard deviations of community norms 
(Lock et al., 2006). These findings reinforce the importance of parental focus 
remaining core to treatment. Non-intact family structures have also been related to 
worse overall treatment outcomes, where they too appear to require longer and more 
supportive courses of therapy. Lock and colleagues (2005) found that adolescents 
who came from non-intact families achieve significantly better global EDE scores 
when they received a longer course of treatment (12 months). It seemed that for non-
intact families, parental resources were more likely to be compromised, and thus there 
was a need for further therapeutic assistance via longer-term treatment. 
2.7. Augmentations to MFBT 
To account for the treatment challenges posed by the above factors, a number of 
accommodations to standard MFBT have been made. The most common 
augmentation of MFBT has been the use of separate family and child sessions in 
situations (SFT vs CFT; LeGrange et al., 1992a; Eisler et al., 2000) where there are 
high levels of EE. As discussed prior, having separate sessions can serve to reduce the 
effect of parental criticism by minimising the chance of it escalating and derailing the 
therapeutic process (Eisler et al., 2000). LeGrange and Lock (2005) also note that 
individual therapy sessions can be therapeutically beneficial for adolescents who had 
struggled to form a co-operative relationship with the therapist. Thus, for these 
patients, the space to work through relational difficulties with the therapist can allow 
for a stronger therapeutic alliance to develop.  
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More recently, the development of a MFBT-based day hospital programme for 
adolescents with AN has marked a further adaption of SFT (Girz et al., 2013). 
Patients are referred to this programme if outpatient MFBT is stalling and there is a 
need for more focused adolescent work, if current in-patient treatment is not 
financially or practically viable, or if there is a sudden need for medical attention.  
Parents are involved in treatment through a number of forums, including a weekly 
check-in with the family therapist, a weekly family therapy session, and a multi-
family therapy evening. In a preliminary examination of treatment outcomes (Girz et 
al., 2013), 17 female adolescents with varied presentations of AN were assessed for 
changes in eating disorder symptomatology at the beginning, middle and end of a 6-
month treatment period. Parental self-efficacy was also assessed at these time points. 
Improvements in AN symptomatology and parental self-efficacy were found at the 6-
month follow-up, indicating that a relatively long treatment period at the day hospital 
may be a beneficial alternative to standard MFBT, particularly for families where SFT 
is indicated but there is a need for more intense medical and individual adolescent 
support than can typically be offered in outpatient care.  
Hoste (2015) also described a comprehensive day hospital programme for 
adolescents with AN being run at the University of Michigan. The programme has 
three levels of care, each of which provides a different level of intensity and support 
through varying the frequency of participation and parental involvement. Preliminary 
examinations of the efficacy of this programme illustrated improvement in AN 
symptomatology (as measured by weight and eating disorder psychopathology), 
parental self-efficacy and low mood, all of which occurred within the first 6 weeks of 
involvement in the programme. Results also indicated the importance of parents’ 
involvement in the programme, particularly in terms of the benefit of going to more 
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extreme lengths to take control of their child’s eating disorder. The degree to which 
this could happen within the set-up of the programme, however, was still somewhat 
limited due to the fact that a large majority of treatment focus and participation is 
adolescent-based, and both parents’ involvement is not mandatory. 
Another commonly used adaptation of traditional MFBT is multiple family 
therapy (multi-FT). In multi-FT, six to eight families complete a group family-based 
therapy program over a one-week intensive period, followed by ongoing sessions that 
span approximately one year. Lacquer (1972) first developed multi-FT in the 1960s 
for families of individuals with schizophrenia. By treating multiple families together, 
Lacquer aimed to create an environment of solidarity and mutual learning, which 
could be used to address the feelings of helplessness and social isolation commonly 
experienced by families of individuals with a severe mental illness. Since this time, 
multi-FT has been applied in a number of different psychiatric settings, including 
drug and alcohol rehabilitation (Schaefer, 2008), chronic medical illness (Steinglass, 
1998) and intellectual disability (Goll-Kopka, 2009). Since families of AN sufferers 
often experience similar feelings of isolation and helplessness, multi-FT is often 
considered an appropriate treatment option in cases where individual standard family 
therapy has failed to bring about recovery (Eisler, Lock & Le Grange, 2010). It has 
also been argued that multi-FT enables the resources and adaptive mechanisms of 
each family to be maximised in treatment through its intense focus on group learning 
and support (Eisler et al., 2010). Additionally, the opportunity for patients to practice 
socialisation and interpersonal skills within a group forum also means that multi-FT 
can create psychosocial change beyond the specific symptoms of AN (Scholz & Asen, 
2001). Despite the increasing use of multi-FT as an alternate treatment option for 
more complex cases of AN, much of the research in this area consists of clinical 
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observations (Mehl, Tomanova, Kubena & Papezove, 2013) and pilot studies 
(Holleson, Clausen & Rokkedal, 2013), rather than randomised and controlled trials. 
Indeed, only two randomised-controlled trials exist which examine the relative 
efficacy of multi-FT for adolescents with AN (Geist et al., 2000; Whitney et al., 
2012); however, neither of these incorporate a form of multi-FT based on the 
principles of traditional MFBT. There is thus a need for further research that can 
elucidate specific patient populations for which multi-FT may be more appropriate 
than other family-based treatments. 
MFBT has also been augmented to include additional narrative practices, such 
as the use of a ‘witness’ (Carr, 1998), usually in the form of an external community 
member. Rhodes, Gosbee, Madden and Brown (2005) explain that using external 
members to identify unseen qualities within the family can strengthen their feelings of 
empowerment and competence, thereby helping them to mobilise their energy to fight 
the AN. Rhodes, Bailee, Brown and Madden (2008) proposed the use of parent-to-
parent consultations as a way of practically incorporating such narrative techniques 
into standard MFBT. It was hoped that this would address shortcomings in treatment 
for certain families, particularly those who were isolated or resource-poor. The 
approach involves utilising parents who have recently completed MFBT, as 
consultants for families who are about to undergo treatment. A randomised-controlled 
trial was conducted at the Children’s Hospital at Westmead where the parents of 10 
families who had completed Maudsley treatment met with new parents on one 
occasion, and recounted to them the story of how they had brought about the recovery 
of their child. Quantitative (Rhodes et al., 2008) and qualitative (Rhodes, Brown & 
Madden, 2009) findings from this study indicated that the parent-to-parent 
consultations offered benefits beyond the behavioural defeat of AN – parents reported 
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undergoing an intense emotional experience, which empowered them to feel that the 
goal of recovery was achievable. They also reported feeling less isolated as a result of 
the consultations, and more comfortable with openly reflecting on their experiences 
and progress. These positive results also appeared to translate to specific AN 
symptomatology in patients, in which there was a small increase in the rate of early 
weight restoration. 
Whilst there appear to be promising results from the aforementioned MFBT 
augmentations, it has been suggested that they still might not be achieving the higher 
level of intensity and support needed to create early therapeutic change for some 
families who are at risk of negative treatment outcomes. This is particularly so for 
those families that come from rural or remote areas and thus have limited access to 
ongoing specialised services and supports; those families with complex relational or 
illness dynamics, which are likely to complicate the straightforward administration of 
traditional MFBT; and those families where the patient is young (12 years or under) 
or has a complex eating disorder psychopathology and might thus require more 
intensive treatment to accommodate for the more complex presentation (Wallis et al., 
2013). For these types of families, existing augmentations of MFBT are unlikely to 
provide the higher level of intensity and support that is necessary for them to 
overcome these barriers and achieve more hopeful treatment outcomes. There thus 
exists a need for a more potent adaptation of traditional MFBT that can accommodate 
the needs of these at-risk families.    
With the aim of addressing this issue in treatment, an MFBT-based family 
residential program (the Family Admission Program – FAP) has been piloted at the 
Eating Disorder Service (EDS) at The Children’s Hospital, Westmead (CHW) (Wallis 
et al., 2013). The FAP involves the adolescent patient and his/her family living in a 
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self-contained ward at the hospital for a two-week intensive period of MFBT-based 
treatment following an inpatient admission. During this time, the family participate in 
a condensed form of parts of the first phase of standard MFBT, plus individual, 
sibling and family therapy sessions, as well as multiple family meals.  
Following the implementation of MFBT at CHW in 2003, families began to 
play a more central role in the service of their child, particularly in instances where 
traditional inpatient-care was not achieving the required weight gain. In these cases, 
parents would often live in the hospital and more successfully take control of the 
refeeding process (Wallis et al., 2013). In line with this parent-clinician guided 
approach, the FAP developed from multiple influences and sources of expertise 
within the EDS, which suggested the need for more intensive innovations in treatment 
for some cases, particularly those where the family was resource-poor or burdened by 
a complex presentation of AN. The overall approach of the program is to enhance 
treatment by combining in-patient care in a more home-like environment, where the 
family can receive a higher level of intensity and support in treatment than would 
otherwise be possible via traditional weekly outpatient appointments, but still allow 
room for parents to assume responsibility for their child’s eating. Hospital staff are 
used to provide the higher level of medical and/or psychological support required, 
whilst still giving parents the opportunity to learn the skills necessary to re-feed their 
child. The fundamental approach of normal MFBT is maintained, where priority 
remains on food and weight, and other issues are only addressed if they impede on 
progress, or interfere with parents’ capacity to take charge. 
In order to provide a sense of containment for the adolescent and his/her 
family, whilst at the same time increasing intensity of treatment, the FAP is highly 
structured, and involves a comprehensive multi-disciplinary team that oversees 
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treatment progress. Regular meetings are held with all team members in order to 
reflect over the previous day’s progress and problem-solve any issues that might have 
arisen. Multiple family therapy sessions and family meals are held each day across the 
two weeks, incorporating principles of traditional MFBT that would typically be 
covered in Phase 1. In order to accommodate for the higher level of intensity and 
support needed, the family therapy sessions may also involve additional elements not 
commonly used in standard MFBT, such as family of origin work, filming and 
reviewing family meals, and individual supportive psychotherapy.  Individual 
sessions might be offered for the patient when there is a need for more general 
psychological support. Since the primary focus of these individual sessions is to 
enhance engagement in treatment, eating and food related issues are typically not 
directly addressed, but rather the social and emotional difficulties that are often 
associated with AN. Such sessions are similar to what is incorporated in the 
individual hospital day-program mentioned previously (Girtz et al., 2013); however, 
they do not take as much of a primary focus in the overall two-week program.  
It is hypothesised that the FAP’s increased level of intensity around therapeutic 
intervention and re-feeding helps to not only shift locus of control from medical staff 
to parents, but also to reduce the length of hospitalisation (Wallis et al., 2013). The 
emphasis on parental expertise and control over re-feeding thus underscores one of 
the key tenets in MFBT – that the therapist is neutral and non-authoritarian. 
Promoting parental responsibility over all food, eating and weight issues further 
encourages the family to access and build upon their own strengths and knowledge. 
This is stressed as being especially important, as the adolescent will always return 
home to his/her family, and thus genuine change can only be maintained if it occurs at 
the family level. This also highlights an additional key belief of the FAP – that 
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hospitalisation serves as a temporary solution only. Thus, in complex cases where the 
resources of the hospital are needed even after the inpatient admission has finished, it 
is important that these can be provided in a framework where parents still have 
primary control over their child’s care and refeeding. The FAP serves to establish the 
setting in which this can happen.  
2.8. Family admissions in psychiatric settings 
The use of family in-patient admissions in psychiatric contexts has existed since 
the early 1960s, with the earliest reports of the practice appearing in Bowen’s trials of 
family hospitalisation for adults with schizophrenia (Bowen, 1965). Other early 
instances of patients and their families being admitted into care involved the 
admission of children along with their mothers in neonatal-psychiatric wards 
(Mitchell & Turton, 1966), and elderly spousal couples admitted into in-patient 
geriatric care (Thompson & Chen, 1966).  
Since this time, the practice of whole family admissions has developed across 
a number of different mental health settings, most commonly in children and 
adolescents suffering from behavioural problems (Bornstein, Belcher, Baumgartner, 
1985). Reports from the literature identify a number of psychiatric centres that have 
admitted whole families for discrete periods of time, with the aim of changing family 
functioning on an acute level, and then following up the work with ongoing outpatient 
care. The Philadelphia Child Guidance Clinic, for example, utilised two self-serviced 
family apartments located adjacent to an in-patient hospital for families of children 
with behavioural problems (Combrink-Graham, Gursky & Brendler, 1982). During 
their one-to-six week stay, each family participated in individual and multiple family 
therapy sessions, as well as child-focused therapy for the identified patient. The 
Intensive Family Therapy Unit at the Thistletown Regional Centre for Children and 
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Adolescents (Dydyk, French, Gertsman & Morrison, 1982) similarly admitted whole 
families for short-term residential treatment, particularly in cases where outpatient 
treatment for behaviourally disrupted children became ‘stuck’. Focus of therapy often 
looked to solidifying family subsystems, as well as working individually with the 
child. 
Considering the emphasis that family admission treatments characteristically 
place on the family as the main agent of, and environment for, recovery, it is no 
surprise that their foundational approaches to treatment are often based in traditional 
models of family therapy, particularly family systems theory, which identifies that 
individuals in a family unit cannot be understood or treated in isolation from each 
other (Bowen, 1966). These residential programs are typically aimed at identifying 
the family as the target for intervention, thereby minimising the possible blame that 
could be placed on the identified patient. Instead of reduction in problem behaviour 
being central to treatment, the meaning that this behaviour and resulting admission 
have for the family, child and treating staff are instead focused on (Brown, 1991).  
Redbank House at Westmead Hospital is a particular example, where whole 
families are admitted for brief residential stays, and treatment is based on both 
strategic and systemic family therapy principles (Churven & Cintio, 1983). The 
program first involves an initial family assessment, where hypotheses are formulated 
in regards to the family structures and interactional patterns that have developed 
around the problem behaviour. Following this, family therapy sessions and 
interventions are conducted, with the aim of improving the family’s current 
homeostatic functioning. Follow-up data on 40 families who underwent residential 
treatment at Redbank House reveal overall patient and clinician satisfaction with the 
effectiveness of the program, in which 80% of cases reported significant 
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improvements on a likert scale of behavioural symptoms and family functioning 
(Churven & Durrant, 1983). 
The Family Reunification Program (Falk, 1990) similarly incorporated a 
systemically based family therapy program in its residential treatment of adolescent 
offending males and their families. Treatment aimed at observing and then 
intervening in dysfunctional family patterns that were hypothesised to be maintaining 
the child’s oppositional and illegal behaviour. During their stay, families were given 
the opportunity to put in place what had been learned from the previous day’s therapy 
sessions, and then feedback back their experiences to the therapist on an ongoing 
basis.  
Despite the considerable documentation and practice of family admissions in 
psychiatric contexts, there is very limited randomised and controlled research 
evaluating its clinical efficacy. Furthermore, the benefit of this treatment approach for 
a wider range of child psychiatric disorders has had little empirical attention. This has 
particular implications for the treatment of adolescent AN, where the central role of 
the family in recovery suggests that family admission approaches would likely be an 
effective option in particular cases.  Indeed, there currently exists only one other 
published instance of a family admission program for the treatment of adolescent AN. 
Similar to the FAP described by Wallis et al (2012), Wallin and Persson (2006) have 
reported on a 5-8 week MFBT-based family residential treatment program (The 
Family Treatment Apartment; FTA) taking place at the Eating Disorders Unit in Lund 
University Hospital, Sweden. In this treatment program, the family lives in self-
contained apartment adjacent to the hospital. Like the FAP, the program involves a 
number of family meals (which occupy a primary focus of treatment), conjoint and 
separated family therapy sessions, and individual supportive therapy for the 
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adolescent. In some cases, the family will return to traditional out-patient family or 
child-and-adolescent care. Seven-year follow-up data comparing this program to 
traditional in-patient care (Wallin & Persson, 2006) indicated a substantial reduction 
in AN symptomatology for a small portion of patients (6 out of the 9 that were still 
available). Follow-up data was only obtained for the FTA intervention group, and so a 
meaningful comparison in symptomatology improvement between the two groups is 
somewhat limited. Additionally, the scope of outcome measurements was also limited 
to changes in the individual’s degree of eating disorder psychopathology. Insight into 
the experience of the wider family unit, as well as any changes that may have 
occurred with the family system and its means of functioning, is thus also limited. 
2.9. Rationale and aims of the current study 
As discussed above, limited research exists regarding the empirical efficacy of 
family residential stays for child and adolescent psychiatric disorders, particularly AN 
and other eating disorders. Despite the commonality in the theoretical approaches 
between these family in-patient programs and existing family-based treatments for 
AN, there has been little research on how to combine them. This is especially 
concerning considering that standard MFBT remains unsuccessful for a considerable 
proportion of patients and existing augmentations are not always suitable in these 
cases.  
The need for increasing research into the effectiveness of family admission 
programs in treating adolescent AN is therefore pressing. Despite its increasing use at 
the CHW, the FAP (Wallis et al., 2013) is still a relatively recent treatment option. As 
such, no research exists evaluating its efficacy for the complex and at-risk populations 
to which it targets, and little is known about the nature and occurrence of intended 
treatment effects. In light of this, the present study aimed to investigate the FAP and 
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its treatment effects, adopting a dual focus of exploration. First, it aimed to evaluate 
the nature of patients’ experiences of the FAP, looking in depth at what role it played 
in their overall treatment for AN. Second, it aimed to evaluate how these experiences 
relate and compare to clinical expectations and evaluations of the overall program. 
This dual focus was considered especially important in light of the fundamental role 
that congruence between the patient and clinician plays in enhancing therapeutic 
alliance and adherence to treatment, as well as the importance of understanding the 
experience of the patient from a clinical standpoint in optimising clinical outcomes 
(Noordenboors, Donker, & van Furth, 2006).  
Since the current study serves as the first empirical investigation into the FAP, its 
objectives are largely exploratory in nature, in which the research aims to look at 
personal experience and processes of change within the context of the FAP. A 
qualitative methodological approach has thus been taken in order to allow for a more 
open-ended and in-depth exploration of the phenomena in question, as well as enable 
richer, contextualised and more meaningful data regarding subjective experience to be 
elicited (Ridgeway, 2001).  
The current study will provide the first explorations of the FAP’s treatment effects 
and individual patient experiences, including identifying possible components of 
treatment that may be particularly significant in leading to certain outcomes. It can 
therefore also indicate whether particular structural or practical changes may be of 
benefit to future implementations of the program. Such evaluations can then be 
disseminated and discussed with the consulting team of clinicians at the EDS, thereby 
enabling future improvement of the FAP. 
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Chapter 3 - Method 
3. 1  Family Admissions Program (FAP; Wallis et al., 2013)  
The FAP was first piloted at the Children’s Hospital at Westmead (CHW) at the 
end of 2011, with the aim of offering it to approximately 10-12 families each year. 
Consideration for the program is clinically determined during the adolescent’s in-
patient admission, and is typically chosen for adolescents and their families who are 
deemed to be under-resourced or at risk of negative treatment outcomes. As described 
in Chapter 1, these include families who live in a remote location that limits their 
access to regular contact with the hospital; families with complex relational or illness 
dynamics (typically those with non-intact family units or those where there are 
existing psychological comorbidities); and families where there is a complex or 
unique presentation of AN, such as young age of onset (12 years or under) or severe 
and protracted eating disorder psychopathology. In addition to falling into one of the 
above target groups for the FAP, participating adolescents must have a primary 
diagnosis of Anorexia Nervosa (DSM-IV-TR; APA, 2000) be under the age of 18, 
and have been medically stable for at least three days prior to admission into the 
program.  
In order to achieve the necessary level of added intensity, the FAP is highly 
structured and involves multiple family meetings and therapy sessions each day – 
approximately six to ten family therapy sessions are conducted across the two-week 
period; however, some of these may involve separate parent and adolescent sessions, 
depending on the individual requirements and presentation of each family (see Table 
1 for an example timetable). Typically, the family therapy sessions incorporate 
fundamental components inherent to traditional MFBT, such as a primary focus on 
food and eating, strengthening a united and firm parenting team, and drawing on 
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sibling support. Multiple meals are also held across the two weeks, with aim of 
providing parents with opportunities to learn and practice the skills necessary to help 
their child eat again. Depending on the needs and level of intensity required for each 
individual family, additional therapeutic components might be added into the 
program’s schedule. These can include filming family meals for further reflection and 
improvement; deeper exploration into systemic issues (such as family of origin 
influences and inter-generational dynamics); incorporating a traditional family 
therapy reflecting team, where the observations of an outside observer might be 
helpful; or the use of external witnesses to increase solidarity and motivation, such as 
those utilised in the parent-to-parent consultations (Rhodes et al., 2008). Individual 
supportive psychotherapy sessions are also included when there is a need for more 
focused adolescent work that would benefit from an individual therapeutic 
framework. Following the conclusion of the program, the family returns home to 
recommence Phase 1 of traditional outpatient MFBT. See Table 1 for an example of 
the FAP schedule. 
Table 1. Timetable for FAP – Week 1 (Wallis et al., 2013) 
 Monday Tuesday Wednesday Thursday Friday 
Breakfast Orientation; 
weigh 
Breakfast; daily 
meeting 
Breakfast; daily 
meeting 
Breakfast; daily 
meeting 
Breakfast; daily 
meeting 
Morning 
session 
First family 
therapy session 
Parent task: 
shopping/preparin
g food 
Children: at 
school 
Parent session: 
review meal 
tape 
Children: at 
school 
Parent session: 
parent-to-parent 
consult; 
Children: at 
school 
Family therapy 
session (review 
week + plan for 
weekend) 
 
Midday Lunch Family meal with 
therapist (taped);  
Lunch Lunch Lunch 
Afternoon 
session  
Medical 
consult; family 
therapy session 
Patient: in group 
session; 
Parent + sibling 
time 
Family therapy 
session 
Patient: in group 
session; 
Parent + sibling 
time (or school 
for siblings 
Sibling and 
patient session 
Night  Dinner; family 
time 
Dinner; family 
time 
Dinner; family 
time 
Dinner; family 
time 
Dinner; family 
time 
 
Two family therapist clinicians are allocated to be in charge of the daily running 
of the FAP, including conducting the family therapy sessions, family meals and 
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additional therapeutic activities, as well as acting as a point of contact for the family 
throughout the two weeks.  Treatment progress is also overseen by the 
multidisciplinary team that runs the Eating Disorders Service (EDS) at the CHW; this 
includes a child and adolescent psychiatrist, paediatricians, clinical psychologists and 
social workers (both of which act as family therapists), and a clinical nurse consultant. 
Team meetings are held to review daily progress, and when necessary, additional 
members of the team might be called in to help trouble-shoot a specific problem or act 
as a circuit-breaker in a particularly difficult session. 
3. 2 Research Design Overview 
The primary aim of the current research was to explore participants’ experiences 
of the FAP, enabling us to gain an understanding of the program’s treatment effects 
and how they are experienced by patients and their families. Qualitative methods of 
investigation were thus chosen for the present study as they can allow for a deeper 
understanding than would be possible with traditional quantitative approaches of the 
complexity of personal and interpersonal processes inherent to individuals’ lived 
experiences (Biggerstaff &Thompson, 2008). Qualitative inquiry is also a useful tool 
for learning about little-understood phenomena (Marshall & Rossman, 1999). This is 
particularly pertinent when empirical examination into the topic of inquiry is in its 
preliminary stages, such as is the case for the current investigation into the FAP. 
The present research comprises two complementary studies, each of which 
adopted a different qualitative methodological approach: constructionist narrative 
inquiry (Clandinin & Connelly, 2000) and Interpretative Phenomenological Analysis 
(IPA; Smith & Osborn, 2008). Both methodologies adopt a stance of privileging the 
voice of the participant, in which empirical value is placed on exploring how 
individuals make meaning from their subjective experience.   
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This dual approach not only provided an appropriate framework for the study’s 
two focal points of exploration (the role of the FAP in families’ overall journeys with 
AN, and the alignment between patient experience and clinical evaluation), but it also 
allowed for triangulation of the data, which Denzin (1978) describes as a strategy of 
validating results yielded by different methodologies that study the same 
phenomenon. For the present research, it is hoped that the IPA will serve to qualify 
and elaborate on factors of the FAP that were also mentioned as being of significance 
in the narrative inquiry. The aim of triangulating these two studies is to thus add to the 
trustworthiness of the data by seeing whether both sets of results allude to common 
mechanisms of change that occur within the FAP. At the same time, data triangulation 
can also offer a fuller ‘kaleidoscope’ picture of the phenomenon in question by 
presenting different points of perspective on the data (Flick, 2007). Thus, an 
additional aim of data triangulation in the present research is to see whether the 
different temporal viewpoints endowed by the narrative inquiry can offer further 
understanding of the impact of the nature of alignment between clinicians and 
families that will be explored in the IPA. It might be that the expected effect of 
contrasting/converging views between clinicians and families at the time of the FAP 
is refuted by the results of the narrative inquiry. In this sense, differences between the 
data yielded in each study can enhance our richness of understanding of the role of the 
FAP in the treatment of AN. 
3. 3 Study 1 – Constructionist Narrative Inquiry (Clandinin & Connelly, 2000; 
Sparkes & Smith, 2008) 
For Study 1, the primary focus of exploration was retrospective, aiming to explore 
the participants’ past experience of the program, looking specifically at how and 
where the FAP fit within each family’s overall experience helping their child through 
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the disorder. Constructionist narrative inquiry was used for this group because it is 
particularly helpful in providing a temporal framework for investigation, 
acknowledging that it is often in retrospect that humans are able to assign meaning to 
events (Polkinghorne, 1995). For the current study, it thus accommodated the 
exploration of families’ experiences progressing through the FAP.  
A constructionist approach was taken for the paradigm of inquiry, as it 
underscores the notion that narrative inquiry is inevitably a product of co-constructed 
knowledge between the researcher and participant, where the narrative can be 
conceptualized as a ‘discursive action’ (Gergen & Gergen, 2006). Sparkes and Smith 
(2008) explain that the researcher ‘cannot stand apart from the stories they generate’ 
(pg. 296), because his/her knowledge is inescapably socially, theoretically and 
historically conditioned. Within this context, the construction of the narrative itself 
generates meaning by virtue of its role as a social and relational interaction. For the 
present study, this paradigmatic approach allowed for the theoretical influences of the 
researcher to be acknowledged and incorporated into the collection and analysis of 
data. These influences predominantly included the core philosophical tenets of 
Maudsley Based Family Treatment (MFBT), of which the primary researcher is a 
practicing clinician. Constructs central to MFBT have thus inevitably informed the 
current research, in which a structural and systemic family therapy lens was adopted 
to understand the experience of illness onset, maintenance and recovery. Therefore, 
notions of agnosticism in illness aetiology, the importance of delineations in family 
subsystems, and the idea of change as occurring within systems of interaction have all 
been core in understanding family functioning and interactional experiences within 
this study. 
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3. 3.1 Design. Narrative Inquiry involves the construction of narratives of 
personal experience, which pay tribute to the expertise that an individual has on the 
subject of his/her own life events. Narratives are compositions that draw together 
various events, phenomena and experiences of human lives into a meaningful and 
organised whole (Polkinghorne, 1995). According to narrative theory, humans live 
‘storied lives’, making meaning of the events that they experience by expressing them 
linguistically in the form of a story (Clandinin & Connelly, 2000; Andrews, Squire 
and Tambokou, 2008). Through the use of a plot, these separate events and actions are 
given meaning in relation to each other, and the story thus provides a context for 
understanding individual experiences or phenomena (Polkinghorne, 1995).  By 
constructing and exploring their own narrative, individuals are therefore able to order 
and orient their life events in a way that provides a wider sense of perspective over 
each of the events (Priest, Roberts & Woods, 2002). Narrative Inquiry thus elicits the 
portrayal of a more holistic and integrated picture, allowing processes that are 
inherently temporal and occur over time to be better represented and understood. This 
approach was therefore considered an appropriate and useful tool for investigating the 
significance of the FAP in families’ overall journeys with AN. 
In Narrative Inquiry, interviews with participants typically serve as the primary 
means of data collection, which are then transcribed and written as the narrative.  The 
narrative thus becomes a co-construction between the researcher and participant, 
where the participant guides the direction and focus of meaning in the narrative 
through their description and interpretation of events, and the researcher acts as an 
active partaker in this process (Josselson, 2006). The narratives are then analysed for 
the way in which participants make meaning from the events they described in their 
stories. This methodological approach thus pays special privilege to the participants’ 
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interpretations of their own experiences, viewing them as a valuable source of 
empirical data (Jossellon, 2006).  Since the aim of this study was to uncover the way 
that adolescents and their families made sense of their experiences during the FAP in 
relation to their wider relationship with AN, Narrative Inquiry was thus additionally 
deemed a suitable tool for investigation. 
3.3.2 Participants. Since the FAP can only be offered to a limited number 
of families each year, only a small number of families have been able to take part in 
the program since its implementation in 2012 (Wallis et al., 2013). Although the 
overall recruitment of participants was purposive in regards to the population pool 
that was selected, non-purposive sampling within this specific participant population 
was used in order to recruit as large a sample size as possible. This meant that all 
families who had already completed the FAP at the time of data collection (2014) 
were eligible for recruitment and participation in Study 1. Participants were thus 10 
adolescents and their families who had previously completed the FAP between 2012 
and 2013. Following approval from Hunter New England Human Research Ethics 
Committee (HNEHREC; see Appendix A for correspondence with ethics board), 
families were recruited via telephone or letter by a member of the EDS 
multidisciplinary team at CHW. A total of 14 families were contacted and sent 
information about the study (see Appendix B for participant information and consent 
sheets). Three families were excluded because they failed to contact the researchers 
after being sent the initial information, and one family was excluded because they 
declined to participate in the study. Of the 10 adolescents, nine were female and one 
was male, and they ranged in age from 12 to 16. In terms of family composition, 
seven of the families were intact, with all members completing the FAP, and three 
families were non-intact, in which siblings and the parent with primary custody 
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completed the program. Five of the families lived interstate or in regional areas, and 
five lived within the Sydney metropolitan area. See Table 2. 
Table 2. Participant Demographics for Study 1 (Narrative Inquiry) 
Participant Age Family 
structure 
Living location Complex 
presentation/ 
Comorbidity 
Participating family 
members in interview 
Phone/Face-
to-face 
interview 
1 (female) 12 Intact remote No Whole family Phone 
2 (female) 12 Intact Sydney 
metropolitan area 
No Parents and adolescent Face-to-face 
3 (male) 13 Intact remote No Whole family  Phone  
4 (female) 13 Intact Sydney 
metropolitan area 
Yes: self-harm Whole family Face-to-face 
5 (female) 14 Non-intact Sydney 
metropolitan area 
No Whole family Face-to-face 
6 (female) 14 Intact remote No Mother, adolescent and 
siblings 
Phone 
7 (female) 15 Intact remote Yes: self-harm; 
OCD 
Whole family Phone 
8 (female) 15 Non-intact Sydney 
metropolitan area 
Yes: self-harm; 
complex trauma 
Whole family Face-to-face 
9 (female) 16 Intact remote Yes: OCD Mother and adolescent Face-to-face 
10 (female) 16 Non-intact Sydney 
metropolitan area 
Yes: self-harm; 
complex trauma 
Whole family Face-to-face 
 
3.3.3 Procedure. Once consent had been obtained from the child and his/her 
parents (if the child was under the age of 16), in-depth interviews were conducted 
either on the phone or face-to-face with each family. During the interview, the whole 
family was invited to recount the story of their journey with AN, and specifically their 
experiences during the FAP (see Appendix D for interview schedule). Interviews 
lasted between 60–90 minutes, were audio-recorded and transcribed verbatim. The 
interview transcripts were then used to create a 4000-5000-word overarching 
narrative, which summarised how and where the FAP fit within each family’s overall 
experience helping their child through the disorder. In line with Polkinghorne (1995), 
data from each transcript was organised temporally (beginning with the development 
of the AN leading up to the present day, and then ending with a final reflection on the 
FAP) and any irrelevant material was removed. The transcript was then written into a 
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narrative, which flowed coherently and contained a distinct beginning, middle and 
end. Once the narrative was completed, it was member-checked by the family in order 
to strengthen methodological rigour and ensure that their true voices and experiences 
were reflected (Kirkpatrick & Byrne, 2009). An electronic copy was sent via email, 
where each family member could read the completed version and then send back any 
feedback or corrections he/she had. After the narratives were revised and accepted by 
the families, all identifying information was removed, and the stories were analysed 
both individually and across all participants. 
3.3.4 Data Analysis. Data analysis first involved an in-depth, line-by-line 
analysis of each individual narrative (Clandinin & Connelly, 2000). From this, 
provisional categories were developed, which reflected the main themes and sub-
themes of each story. To obtain an understanding of the temporal significance of the 
FAP, these themes were then organised chronologically for each narrative, from when 
families first noticed the onset of AN to where they position themselves now in the 
process of recovery. Commonalities in how families progressed from illness onset 
through the FAP to current day could then be analysed, allowing for similarities in 
how families were affected by the program to be identified. Common processes of 
change that occurred during and after the FAP could thus also come to light. 
Trustworthiness and credibility of the data was maintained throughout the analysis 
through the use of memoing, which provided a concrete record of how meaning was 
being extracted and developed from the data. Narratives were additionally cross-
coded by two researchers in order to further enhance rigour in the analytic process, 
and an audit trail was kept to allow for transparency in the progression from initial 
coding to higher order themes (Howie, 2009). 
3. 4 Study 2 – Interpretative Phenomenological Analysis (Smith & Osborn, 2008) 
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The aim of Study 2 was to offer a cross-sectional exploration of the nature of 
patients’ experiences during the FAP, additionally looking at how well these aligned 
with clinicians’ expectations of the program and its effects. This set of data aimed to 
expand on the findings of Study 1 by offering an alternate perspective of the FAP – 
one that captured a more in-depth picture of how participants experienced the 
processes of change taking place within the program as they were currently 
participating in it. Since primary focus was on exploring factors within participants’ 
experiences, and the group comprised only a small number of cases, Interpretative 
Phenomenological Analysis (IPA) was used.  
3.4.1 Design. IPA is concerned with individuals’ interpretation of events, in 
which primary focus is on attempting to gain an understanding of what it is like to 
take on the subjective experience of the participant being studied (Pietkiewicz & 
Smith, 2014). Holding the notion that humans are ‘self-interpreting beings’ as one of 
its core phenomenological principles, IPA places special focus on the subjective 
meaning that individuals ascribe to objects and events, rather than on the scientific or 
descriptive features of these events (Pietkiewicz & Smith, 2014). As such, the method 
is particularly committed to obtaining a detailed and rich interpretative understanding 
of personal experience of a phenomenon or event. This has been described as a ‘dual 
interpretation’ process, in which the participant first makes sense of the phenomenon 
or event being studied, and then the researcher tries to make sense of what this 
meaning-making experience is like for the participant (Smith & Osborn, 2008). At the 
same time, the researcher is also trying to critically understand the research material, 
asking questions about aspects or intentions of the participant’s experience that they 
themselves might not be aware of (Larkin, Watts & Clifton, 2006). IPA thus 
acknowledges itself as a dynamic exercise wherein the researcher has an active role in 
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the process of the participant making sense of their personal world.  This 
methodological approach thus served as an appropriate means not only for 
investigating how families and clinicians participating in the FAP made sense of their 
experiences during the program, but also for allowing room for critical questions 
regarding what effects these experiences might be having on the AN and the family to 
be answered. This meant that the theoretical and clinical influences of the researcher 
inevitably informed the present study. As in the constructionist narrative inquiry, the 
researcher’s clinical experience of MFBT and associated understanding of family 
functioning was brought to the collection and analysis of data, in which core 
principles of structural and systemic family therapy were used as a lens for 
understanding participants’ experiences. 
IPA has also frequently been used for extremely small study populations, 
sometimes including as little as four to five individual cases (Smith & Osborn, 2004). 
Adopting idiography as one of its theoretical orientations, IPA focuses on 
exhaustively exploring single, individual cases before eliciting generalised pieces of 
knowledge that can be applied universally (Pietkewiscz & Smith, 2014). Containing 
the bounds of the study to a limited sample size thus allows for a more in-depth 
engagement with each individual case in the analysis, yet at the same time permits a 
broad enough comparison of convergent and divergent themes across the whole data 
set. The approach thus uses purposive sampling in order to capture a specific 
population which can offer insight into a unique phenomenon or event (Mulveen & 
Hepworth, 2006). Semi-structured interviews are the predominant means of data 
collection in IPA, often involving just one participant; however, there are also cases 
where interviews might be conducted with a number of individuals when multiple 
perspectives of a shared experience are required (Smith, Flowers & Larkin, 2009). 
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Only a small number of families underwent the FAP during the time of data 
collection. IPA was thus an additionally suitable investigative tool for effectively 
capturing the insights of whole families and their associated clinicians as they were 
currently participating in the program.   
3.4.2 Participants.  Data collection for Study 2 took place from the middle 
of 2013 until the middle of 2014. Like Study 1, non-purposive sampling within the 
FAP participant population was used in order to recruit as large a sample size as 
possible. This meant that all families who were taking part in the FAP during the time 
of data collection were eligible for recruitment and participation in Study 2. 
Participants in Study 2 thus included the four adolescents and their families who were 
undergoing the FAP during mid-2013 to mid-2014, as well as the two clinicians who 
were assigned to each family’s case. Both of these clinicians were family therapists 
working for the Eating Disorders Team at the Children’s Hospital at Westmead. 
Following ethical approval from the HNEHREC (see Appendix A for correspondence 
with ethics board), families were approached in person by the researcher for 
recruitment prior to their admission into the program. A total of six families 
underwent the program during 2014, and all were initially selected for recruitment 
and sent information about the study (see Appendix C for participant information and 
consent sheets); however, two families did not complete the FAP as a result of clinical 
complications, and were thus unable to participate in the study. Of the remaining four 
adolescents, three were female and one was male; they ranged in age from 12 to 15. 
Two of the families were intact, in which all members of the family participated in the 
program, and two of the families were non-intact, where siblings and the parent with 
primary custody completed the program. In one of the non-intact families, the 
maternal grandparents also took part. Three families lived interstate or regionally, and 
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one family lived within the Sydney metropolitan area.  
Table 3. Participant Demographics for Study 2 (Interpretative Phenomenological Analysis) 
Participant Age Family 
Structure 
Living 
Location 
Complex 
presentation/
Comorbidity 
Participating 
family members 
in interviews 
Phone/Face-
to-face 
1 (male) 15 Non-intact  Remote No Whole family Face-to-face 
2 (female) 15 Non-intact Remote Yes: self-
harm; ASD 
Whole family Face-to-face 
3 (female) 15 Intact Sydney 
metropolitan 
area 
No Whole family Face-to-face 
4 (female) 12 Intact Remote No Whole family Face-to-face 
 
3.4.3 Procedure. Separate semi-structured interviews were conducted at the 
hospital with the family and their treating pair of clinicians, once at the beginning of 
the FAP (pre-treatment) and once at the end (post-treatment). Pre-treatment 
interviews with both the family and clinicians invited participants to discuss the 
reasons behind the family’s admission into the program, as well as any expectations 
of change. In the post-treatment interviews, clinicians and family members were 
asked to reflect upon their experiences of the program and any outcomes that they 
witnessed in light of their initial expectations. Both sets of interviews involved a 
series of open-ended questions, which encouraged the family members to talk in 
detail about their experiences; however, when participants appeared to find questions 
to abstract or broad, prompts were given (Smith & Pietkewiscz, 2014). See Appendix 
E for interview schedule. Each interview lasted for approximately 30-45 minutes, 
allowing for richness in data to be obtained. The interviews were then audio-recorded 
and transcribed verbatim, and the transcripts coded and analysed for themes that 
emerged both individually and across families. 
3.4.4 Data Analysis. Data analysis for the IPA first involved an iterative, in-
depth analysis of each set of interview transcripts (Smith & Osborn, 2008). Detailed 
codes were generated from the data, which aimed to interpret and capture the meaning 
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that participants made from their experiences in the FAP. Recurring codes were then 
catalogued and connected together, so that a pattern of themes of experience of the 
FAP could be developed and compared across cases. The final set of themes and 
superordinate themes were then formulated into a table, where evidential instances of 
each theme could be located in the transcript (Smith & Osborn, 2008). Memoing and 
cross-coding of interview transcripts were also maintained throughout the analysis in 
order to maintain rigour and trustworthiness in the data. 
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Chapter 4 – Results  
4.1. Study 1 – Narrative Inquiry 
Families’ reflections on the role of the FAP highlighted a common set of 
experiences that occurred from the time of AN onset, through the two-week program, 
and up to the present day. These experiences inevitably differed in duration, timing 
and nature between the different families, however, overall they could be 
conceptualised into five predominant themes that synthesised participants’ 
experiences from onset to recovery: 1) a progressive intensification of AN; 2) 
fracturing of the family unit; 3) reaching a crisis point; 4) participation in the FAP; 
and 5) ongoing process of recovery. Across these themes, a common typology 
emerged, which told a story of the disconnection and then re-integration of the family 
unit as participants passed through the FAP. In addition to the presence of a positive 
experience in overcoming AN during the program, it was the re-integration of the 
family unit that was consistently noted as a key mechanistic factor of the FAP that 
helped families return to a path to recovery.  
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Table 4. Narrative Synthesis: From onset to recovery  
Theme Experience 
Progressive Intensification of 
AN 
Early trauma or difficult developmental transition around time of onset 
Quick escalation of symptoms 
Series of failed treatment attempts and/or hospital inpatient admissions 
Unsuccessful engagement with FBT 
Fracturing of the family unit Parents on different pages about AN 
Siblings remove themselves from family unit 
Adolescent feels isolated 
Family unit disconnected 
Crisis point reached AN reaches extreme level 
Family unit disconnected 
Family at ‘rock-bottom’ 
FAP accepted as last-resort option 
Participation in FAP Key factors: intensity and proximity to support 
Re-integration of family unit 
Positive experience overcoming AN 
Insight and motivation to fight AN 
Ongoing process of recovery Re-engagement with FBT 
Ongoing process of improvement from AN, with periods of relapses and remissions 
 
4.1.1. Progressive Intensification of AN. Nine out of the ten families 
reported either a difficult developmental transition or experience occurring around the 
time of onset, or the presence of early trauma and body image difficulties. Whilst 
some families reflected on these experiences as being related to the development of 
their child’s eating disorder, others felt there was no connection to be drawn. There 
was one family, however, in which the presence of fussy eating had been present 
since early childhood, and appeared to be unrelated to any external difficulties, 
stressors or trauma. Unlike the other families, the escalation of eating disorder 
symptoms for this child did not happen rapidly, and instead seemed to have been 
associated with the child’s identity from a young age. 
For the majority of families, parents reported being unaware of the potential 
seriousness and morbidity of their child’s disordered eating behaviours, and were thus 
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taken aback by the rapid escalation in the intensity, frequency and severity of the AN 
symptoms – “I didn’t see the beginnings of the anorexia for a while, and at home we 
never had any sort of perception of what was happening… We just didn’t understand 
what it was…I guess we didn’t really appreciate the magnitude of the mental illness 
component” [said by mother].  The symptoms mirrored those seen in typical 
presentations of AN, however, to a more extreme extent. Families described noticing 
a dramatic reduction in food intake and variety, excessive and compulsive exercise, 
substantial weight loss in a short period of time, a marked change in personality and 
demeanour, and the presence of high distress, conflict and reactivity, which in some 
cases lead to high aggression and violence. At this point, the first signs of the 
fracturing of the family unit appeared, in which a dynamic developed between parents 
where one parent ‘saw’ the AN as more serious than the other. For half of the 
families, this was the mother, who tended to spend a lot more time with the child, and 
was thus exposed to a greater depth and extent of the severity of AN behaviours – 
“He’d say, ‘Look, I think you’re making it a bit bigger than what it is’, I’d say to him, 
‘Look, I think she’s really sick’” [said by mother]. 
Nearly all of the families reported a long period of trying to resolve the disorder 
themselves, with little success. The inability to contain the growing intensity of the 
AN symptoms led parents to eventually seek out more specialised assistance; 
however, factors such as remote living locations, severe symptomatology and a lack 
of understanding of AN prevented a lot of families from accessing adequate services 
when needed, leaving them to feel particularly hopeless and isolated from effective 
supports. This worsened as the adolescent and family underwent a number of failed 
treatment attempts, each one further increasing the family’s sense of hopelessness and 
desperation – “We were feeling alone.  We were feeling unsupported…It was just 
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terrifying because you know you’re running out of time.  You know it’s getting worse 
every day.  And it was just like no one was there who could help her… there was 
nothing available to us that seemed to deliver any positive result” [said by father]. In 
a small number of cases, the adolescent and one parent moved interstate or overseas 
for a particular treatment whilst the other parent stayed at home to look after the 
siblings. In the other cases where the adolescent’s medical stability was particularly 
compromised, there was a cycle of inpatient hospital admissions (sometimes at 
CHW), where again, one parent ended up spending large amounts of time away from 
the family home in order to be closer to the adolescent while he/she was in hospital.  
No family reported successful engagement with MFBT, despite being linked in 
with CHW by this time. Families were either unable to access services which offered 
the treatment (often because of their remote living location), or they struggled to 
engage in the therapy effectively. This was typically a result of the whole family not 
committing to sessions as planned, or because the adolescent required an inpatient 
admission (and family sessions thus had to be suspended). 
4.1.2.  Fracturing of the family unit. All participants reported some sort of 
increasing disconnection within the family unit as family members struggled to 
contain the rising intensity of the AN. This disconnection manifested in both the 
parent and child subsystems, where family members reported feeling increasingly 
isolated and distanced from each other and from the family unit as a whole. Within 
the parental subsystem, the split between parents regarding the seriousness of their 
child’s AN became more pronounced, causing them to take an increasingly divided 
approach on how to address and treat the disorder. Conflict then developed between 
parents as a result of having these opposing opinions about how intensive and 
immediate treatment needed to be “my husband just did not really understand that 
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that was what was needed…so we would end up fighting and … the only thing he’d be 
saying was, ‘Oh, look, you know I think you’re making this a bigger issue.  I don’t see 
any issue’, and I’m thinking, ‘Are you seeing anything?’” [said by mother].  
This conflict was reported to become particularly marked during the period of 
failed treatment attempts and hospital inpatient admissions, in which parents became 
increasingly disillusioned about the possibility of recovery. During this process, it was 
often the case that one parent felt they had to take on a much larger amount of the 
responsibility of trying to refeed and care for their child. Again, this was typically the 
mother, who reported feeling an exhaustion of energy, resources and hope. In the 
majority of cases, this parent also talked about feeling resentful and overwhelmed by 
the burden of having to do everything by themselves – “It was really stressful 
because…I would be desperately trying to drag him downstairs to eat any meal and 
my husband would say ‘you can’t do that’… and I would be like, ‘Hey! I know what I 
need to do to get him to eat” [said by mother].  
At the same time, there were a considerable minority of families where the parent 
who had been less exposed to the AN reported feeling alienated from the process of 
trying to help their child recover. They described feeling similarly burdened by 
having to take on a lot of the responsibility of managing the financial and practical 
needs of the household, which caused them, too, to feel exhausted and hopeless. Over 
time, the different experiences of each of the parents caused them to become even 
more isolated from each other, further enhancing the growing rift within the parental 
relationship. And in the families where parents were also physically separated from 
each other during the time of the child’s hospital admissions and/or faraway 
treatments, this relational disconnection seemed to be even greater. There were three 
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cases, however, where the degree of parental splitting was significantly less than that 
in the rest of the families.  
In two of these families (both of which were intact and living together in the same 
household), parents described feeling relatively united about how serious and severe 
the AN was, and instead felt isolated from their child, rather than each other. In the 
other exception, the family structure had been non-intact since the adolescent was a 
young child, and so the guardian parent (the father) had not experienced a strong or 
close parental relationship in the first place. For him, the degree of disconnection 
within the family was thus not substantially different from what it had been prior to 
the onset of the AN.  
The amount of strain, conflict and stress that had built up within the family 
household by this time also led some siblings to distance themselves from the family 
unit. In the process of trying to curb the intensifying AN, parents had to direct nearly 
all of their attention, time and resources to containing the adolescent’s eating 
difficulties and behaviour, leaving the siblings to feel alienated and without support. 
Over time, this led to frustration and resentment in the siblings about how much of an 
impact the eating disorder had already had over their lives, and as a result they sought 
to actively remove themselves from contact with the family, the adolescent and 
ultimately the AN – “Well, he really didn’t want to have a bar of it because of the 
impact it had had on him… he couldn’t understand what was going on… and it 
generated a whole range of issues for him personally” [said by father]. Whilst this 
happened in the majority of families, it had surprisingly different impacts on the 
course of the adolescent’s AN. In some cases, the eventual reunification of the sibling 
relationships was reflected upon as aiding recovery from the eating disorder; 
however, in a few exceptional cases, family members remarked that the degree of 
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closeness between the children did not make much of a difference. It seemed that for 
these families, the premorbid sibling relationships were already quite distant, and so 
their eventual reparations had little effect on the outcome of the treatment.  
Overall, the disconnection of the family unit seemed to not only weaken its ability 
to contend against the illness, but also left the adolescent with AN feeling isolated and 
alone. In nearly every case, the adolescent described feeling left without any support 
or sense of solace by this point in the progression of the disorder, and as a result, they 
felt more drawn to the AN as a way of managing their distress and sadness. In most 
cases this led to a sharp increase in the intensity and extremity of eating disorder 
symptoms, causing everyone in the family to feel even more hopeless and jaded about 
the possibility of recover – “I guess I also almost became not comfortable in my own 
home.  In that period of time, I sometimes was only back home for a few days and I 
wondered whether…I almost created having to go back to the hospital quicker than it 
needed to be as an escape for me at that stage” [said by adolescent]. 
4.1.3.   Crisis Point Reached. Eventually, the effect of the family’s sense of 
disconnection, fatigue and despair, as well as the now extreme presentation of AN, 
resulted in them reaching a crisis point. Families arrived at this stage at different times 
and for different reasons – in some cases the feeling of hitting rock bottom was 
caused by the adolescent’s complete refusal to eat or drink anything; for other 
families it was brought on by an uncontainable and extreme intensification in 
violence, aggression and distress; and in others, it was the experience of reaching a 
final nadir of hopelessness, desperation and dysfunction –“We were a happy, normal, 
functioning family, and we just descended into an utterly disenfranchised, arguing 
group of people who couldn’t understand the consequence of this mental illness” 
[said by father].  
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By this point, families felt that they had exhausted all feasible treatment 
options. Some of them had been offered the opportunity to participate in the FAP at 
previous points, but turned it down due to how disruptive they expected it would be. 
In other cases, it had not yet been considered a necessary step to even offer by the 
treating team at CHW. In all cases, however, the sense of peril that was experienced 
by the time that the crisis point was reached prompted all families to finally agree to 
participate in the FAP, in which they viewed it as their last remaining option – “but 
then eventually, when you hit that big low, I think that’s when we all just decided, 
‘Okay, this is pretty much our last option, otherwise we’ve got no idea what else we 
can do” [said by mother]. Family members described being informed about how 
intensive and all-consuming the two weeks would be, and how they felt entirely 
overwhelmed and fearful as a result. Many families recounted that one parent needed 
to convince either a few or all of the other family members to take part. Again, this 
was typically the mother, who’s degree of exposure to the severity of the AN had 
caused her to feel more urgency than the rest of the family in taking a drastic 
treatment approach. Siblings appeared to be especially hesitant to participate in the 
program, usually because their resentment about how much the disorder had already 
impacted their life. In many cases they therefore needed to be coaxed into coming. 
Despite the need to convince family members to take part in the FAP, there were no 
instances where one parent refused to participate. There were two cases, however, 
where siblings came for one week only. For one of the families, this was due to 
university exams that could not be missed, and for the other it was because both 
parents ended up feeling that the younger sibling was being too negatively affected by 
the impact of the AN.   
 64 
4.1.4.   Participation in the FAP. Key factors. All families described the 
two-week period of the FAP as highly intensive. They attributed this to the number of 
therapy sessions, family meals and activities each day, as well as the experience of 
everyone living together in the small self-contained apartment for the whole program. 
This seemed to produce a ‘hothouse’ effect of therapeutic change, in which families 
described being unable to avoid confronting issues that had been previously sidelined 
– “When you’re doing it every day and…you’re in a small room with two 
professionals… you can be directly asked questions about all the issues that you 
probably knew were there, but were too hard to discuss.  And so, it really forced 
everybody to think about that and problem-solve a lot of things” [said by adolescent]. 
Focus on improving communication was forced to the fore, and as a result, families 
learnt to speak about and approach the AN in a different way – one that was 
underscored by transparency and honesty – “[they] told us to tell her what we were 
doing…everything was out in the open.  And I think I loved that. I used to think I had 
to talk to my husband secretly about it… but we could just have it out in the open and 
tell her what we were going to do” [said by mother]. Additionally, families 
consistently noted the sense of reassurance and safety they felt in having close 
proximity and immediate access to hospital services, such as the whole treating team, 
the emergency department and on-call medical help out of business hours – “the 
opportunity to actually stay at the hospital and have someone there who could help if 
I just went, ‘I don’t know what to do’… You have access to a psychologist or doctor 
at any given time without having to wait five hours…”[said by mother]. This was an 
especially pertinent feature for families who lived in rural and remote regions, and 
had thus felt incredibly isolated from these supports previously. It was also like this 
for families where there had been high aggression or distress from the adolescent, and 
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parents had thus been too worried to enact stricter boundaries in the past for fear of 
intensifying these behaviours. Overall, these two key factors of the FAP were 
consistently noted as being important in shifting the way that the family related to the 
adolescent and the AN. 
Re-integration of family unit. The highly intensive and supportive nature of the 
FAP also seemed to create a space for reunification. At the beginning, families found 
the program hugely overwhelming, confronting and upsetting, particularly because it 
was the first time they all came face to face with the full extent of the AN. This was a 
pertinent experience however, particularly for parents, in which they now saw the 
disorder in the same light. Many mothers spoke about fathers finally experiencing the 
AN as they did, and feeling less alone as a result – “it hit him so hard… But I look 
back now and go, ‘He needed to see that.  He needed to see” [said by mother]. This 
seemed to be a key factor in the re-integration of the family unit, not only because it 
allowed parents to get on the same page about what was happening to their child and 
family, but also because it gave them a shared experience that could begin to bridge 
the gap that had developed during over time – “It made him understand a little bit 
more about the illness, about what I had been dealing with, and it helped me 
understand about him feeling left out, shut out.  So I think our relationship 
particularly benefited” [said by mother]. 
The reparation of broken familial relationships (particularly between siblings and 
the adolescent) also served to reunify the family. In the two cases where siblings left 
the program early, however, this occurred to a lesser extent. Some families attributed 
their closer relationships to the specific focus and designated sessions on the 
adolescent siblings during the two weeks; others said it was a general effect of finally 
being together for the first time in a long time without distraction or physical distance. 
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Overall, families described a sense of ‘forced bonding’, in which their increased 
proximity and time with each other essentially created more opportunities for 
interaction than would have normally be endowed in daily life. 
By the end of the two weeks, there had also been a restructuring of family roles: 
parents talked about how they learned to be united in their decision-making, and 
siblings learned how important it was for them to act as support. This seemed to have 
an effect of showing the adolescent that the family was there to support him/her in the 
process of recovery – “When it was done with the whole family in there, with the 
whole team and everything running like clockwork, it was showing anorexia that 
we’re all on the same page.  We’re all fighting and… we’re all going to make this 
work… there was just too many people for the anorexia to fight, I think... she knew we 
weren’t gonna walk away and give up on her” [said by sibling]. In some cases, this 
realisation only came in retrospect, when reflecting on the effect of the FAP. In other 
cases, adolescents spoke specifically of feeling no longer as alone during the two 
weeks.  
For the two intact families who reported a lesser degree of parental and family 
disconnection during the early progression of the AN, the re-integration of the family 
unit by the end of the FAP still appeared to be an important factor in their reflections 
of the program. They remarked that even the small improvements in familial 
closeness during the two weeks allowed them to feel more fortified against the AN – 
“I think our family has kind of got to a place where I think we weren’t for a long 
time… it normalised things, but very slowly normalised them… and we’re grabbing 
things back… we tend to look at things from different angles now” [said by father]. 
For the non-intact family, there was a sense of reconnection experienced during the 
FAP; however, it was described by the family as being ‘not enough’ to change 
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anything about their views about recovery. In this case, the extreme severity of the 
disorder, in addition to the fact that there was only one parent, seemed to require more 
than just family reunification to be fortified enough to take charge of the AN.  
Positive experience leading to insight and motivation. Families were quick to note 
that the FAP was significantly very difficult and overwhelming in some cases, due to 
how intensely the AN was confronted, and how much they were challenged as a 
result. Even at the time of undergoing the program, family members were aware that 
it would not serve as a ‘fix-it’ solution, nor would it lead to immediate improvement 
in the AN by the end. Instead, what was identified as important in causing change was 
the presence of a positive experience in overcoming the AN during the two weeks. In 
some families, this happened only once or in a subtle way (in the form of getting the 
adolescent to eat something small they had previously refused to); in others, it was a 
significantly noticeable triumph (where the adolescent’s food refusal and distress 
progressively improved across the two weeks). Either way, this positive experience 
allowed families, and parents in particular, to have insight for the first time into how 
to successfully take charge of the AN, and motivation to continue with this approach 
once back at home – “and in the end…after that two weeks, when we went to that 
Ensure Plus plan…that was a major breakthrough… and just everything changed 
after that for us at home” [said by father]. 
Two families had significantly different experiences to the rest of the sample 
during the FAP, both of whom were also those who reported a significantly lesser 
sense of family re-integration during the two weeks. For these families, there was an 
absence of any sort of positive experience against the AN, namely as a result of how 
extreme the child’s restrictive eating, violence, aggression and self-harm had become 
in the context of the illness. Parents reported that this had been occurring throughout 
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the whole journey with AN, and as such constantly felt that the life of their child was 
at risk – “There’s a lot of times that we’d worry that we were gonna lose her” [said 
by aunt]. Like the other families, by the time they reached the FAP, these two families 
were at a stage of crisis, however, the sense of risk to the adolescent’s safety was 
significantly higher than in any other family. This led parents to feel unable to 
properly implement the principles of MFBT during the program for fear of causing 
their child to feel so distressed that it jeopardised his/her safety – “I think in terms of 
the program… it was too confronting for her, and the consequences of adhering to it 
were beyond our capabilities…because of the suicide attempts” [said by aunt]. As a 
result, the extent to which they could push the child eat during the two weeks (and 
thereby take some sort of charge against the AN) appeared to be highly limited, and 
they thus concluded the program without any positive experience contending against 
the disorder. Neither family reflected on their experiences during the FAP as negative; 
yet the lack of success they felt in getting some sort of shift in the AN or the 
adolescent led them to see the program as relatively non-significant in their overall 
journey with AN. 
4.1.5.    Ongoing process of recovery. With the family unit now structured 
and integrated in a way that was more conducive to taking control of the adolescent’s 
behaviour and eating, the time following participation in the FAP was characterised 
by a gradual movement away from the AN. Families described a stage of ‘ups and 
downs’ with an overall sense of improvement and progress towards recovery. This 
included oscillating periods of relapse and remission, in which there were some weeks 
where the AN-related behaviours returned to previous levels of intensity and 
frequency, and then other, longer periods, where there was a reduction or absence of 
such behaviour. Also of importance during this period was a re-engagement with 
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MFBT by nearly all families, independent of whether or not they had previously 
attempted it. Following the program, eight out of the ten families successfully re-
engaged with the model of therapy, in which nearly all family members regularly 
attended MFBT sessions, either at CHW or at a service closer to their home.  
An eventual maintenance of weight stability and non-restrictive eating was 
also reported by the majority of participants; however, they were eager to note that 
this was nonetheless a difficult achievement to maintain. Families described recovery 
as an ongoing process that they were still working towards (one which included the 
management of both mental health and AN-related issues), rather than a discrete stage 
at which they had arrived – “There’s always stuff that’s happening with her and its 
still continual.  It’s still ongoing…you can’t not turn on for a day” [said by mother]. 
Of significance in some families’ reflections on life after the FAP, were their reports 
of how difficult it was to stay close and united like they had been in the FAP. In two 
cases, siblings had moved interstate and the adolescent had returned to boarding 
school, and in two other cases, either one or both of the parents had to direct a lot of 
their energy and time back into work. Ultimately for these families, there was an 
acknowledgement that they had become less connected in the time that had passed 
since the FAP; and this seemed to be a key in periods of significant relapse. Despite 
these declines, families nonetheless reported a sense of competence in being able to 
continue aiding recovery. Parents reported no longer feeling the same sense of despair 
or hopelessness that they used to experience, because they knew what they had to do 
to get back on track, and felt skilled enough to achieve this – “We knew what we have 
to do, and we were just sort of back on to it” [said by mother and father together]. 
Overall, families’ final reflections of the FAP consistently noted its ability to foster a 
re-integration of the family unit, as well as faith in the ability to bring about recovery 
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– “It made us a team.  We actually worked together quite a lot better.  We’re on the 
same page.  The rules or the techniques were there.  We came together.  We used 
them… Cause there was no distractions.  There’s no work.  There’s no nothing.  It’s 
all we focused on.  And eventually by end of two weeks, we got used to that teamwork 
and could bring that home” [said by father].  
For the two families who reported no positive experience against the AN 
during the FAP, the progression of the disorder following the end of the program was 
also different. In the case with the non-intact family, there was an ongoing sense of 
hopelessness regarding the recovery of the adolescent, particularly because her level 
of suicidality and self-harm required another hospital admission very soon after the 
FAP ended. This seemed to have a two-fold effect on the family’s ability to get back 
on a path to recovery like other families did: first, it prevented the family from being 
able to meaningfully re-engage with MFBT, which hindered their ability to translate 
the skills they picked up during the program back at home. Second, it appeared to 
send a message to the family that the adolescent’s case of AN was intractable. They 
spoke of feeling even more defeated after this realisation, believing that nothing could 
really bring about recovery. Indeed, even at the time of interview, there was a feeling 
that the adolescent’s stay out of hospital would only be short lived.   
In the second family, there was also hesitancy to continue with the intensity 
indicated by the FAP as a result of the adolescent’s ongoing level of high self-harm, 
risk and AN symptoms. This resulted in a similarly limited engagement with MFBT 
once back at home (in which only some family members attended sessions regularly), 
as well as a long period of feeling hopeless about recovery. Despite this, however, 
there was nonetheless an eventual, albeit small, improvement. In this case, the parents 
reported being able to gradually contain the adolescent’s distress and behaviour to a 
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point where it was no longer so dangerous, allowing them to eventually feel more 
hopeful about recovery. Both parents remarked that the strength of their daughter’s 
AN might have been diluted if the program was longer or repeated, giving them more 
time to adjust the intensity of the FAP to the adolescent’s distress.  
4.2.  Study 2 – Interpretative Phenomenological Analysis  
Six major themes of patient experience emerged from the IPA analysis. In line 
with the interview structure, these could be categorised according to families’ and 
clinicians’ expectations and aims prior to commencing the FAP, followed by their 
reflections of treatment effects and outcomes following the completion of the 
program. 
Table 5. Themes of experience in IPA 
Pre-treatment Post-treatment 
Complexity going into the FAP 
Hopes for change 
Clinical aims 
Changes towards the AN 
Changes in the family 
Changes in the adolescent 
 
4.2.1.   Pre-treatment 
4.2.1.1. Complexity going into the FAP. Families and clinicians both 
spoke of complexity in the adolescent’s illness presentation and family context as 
being primary reasons prompting the family’s consideration for the FAP. In all four 
cases, the adolescent’s illness history included previous treatment failures and a 
protracted inpatient admission (up to 12 weeks), both of which appeared to indicate to 
parents and clinicians the presence of a more complex eating disorder 
psychopathology. Indeed, in Patient 3’s and Patient 4’s cases (see Table 3 for Study 2 
patient demographics), they had both stopped eating or drinking anything prior to 
their admission to hospital – “Well she basically wasn’t eating or drinking. And it 
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wasn’t until her admission that we became aware that she was also purging” [said by 
clinician] – resulting in a substantial weight loss for both individuals (8 and 10 kgs). 
Additionally, in three cases, the adolescents exhibited atypical behaviours within their 
inpatient admission (namely, a desire to remain in hospital and lack of resistance to 
being fed naso-gastrically), which again pointed towards the presence of a more 
entrenched eating disorder symptomatology – “when she was on the ward she was 
actually trying to keep the tube in as much as possible, saying things like I'm terrified 
of going home... which is something a little bit different” [said by clincian]. 
Families and clinicians also recounted high levels of self-harm, violence and 
aggression when describing the complexity and strength of the eating disorder. 
Parents reported feeling unable to enforce normalized eating because of their fear of 
jeopardizing their child’s safety, which highlighted to both them and the clinicians 
that they needed more support to remobilize their power and confidence as parents.    
In addition to a complex illness presentation, both the families and clinicians 
pointed towards a complex family context as indicating the need for the FAP. 
Specifically, a remote living location and non-intact family structure consistently 
emerged as reasons for considering the program, primarily because these factors were 
expected to limit the family’s access to supports and resources during ongoing MFBT 
in the future. For the two non-intact, single-parent families (Patient 1 and Patient 2), 
the strength of the AN was daunting for each parent, causing them to feel ill-equipped 
at containing the eating disorder-related behaviours by themselves once back at home 
– “Because once I leave the hospital to go as far as we live, we’re a bit isolated, and 
it’s daunting...” [said by adolescent]. Additionally, their distance from the hospital 
and/or any other specialized services further added to these feelings of isolation and 
powerlessness. Clinicians also expressed concerns about how families’ remote living 
 73 
locations might not only hinder their access to competent resources, but also 
complicate follow-up treatment, particularly if there were no family-based treatments 
available in their local area.  
4.2.1.2. Hopes for change: Families’ sentiments prior to commencing 
the program consistently reflected their hopes for change. These included not just a 
desire for a reduction in eating disorder symptoms, but also wider change in the 
adolescent and family unit itself. Parents’ spoke of feeling unconfident about their 
ability to contain the illness-related behaviours in a way that could achieve these 
changes, and thus conceptualised the FAP as a transitional step that could help them 
in the process of returning home The following quote describes a mother’s sense of 
reassurance at being able to have an interim step between home and hospital where 
they could practice some of the skills being taught, without being left with no direct 
hospital support – “I think we were a little bit anxious about going straight into 
outpatient… that we all weren’t ready for that. So we can now be in a setting where it 
still has some of those resources in place for us…we are given the reign, but also 
given some help if we need it” [said by mother]. This was especially important for all 
four families in light of the large amount of time that the adolescents had spent away 
from home prior to the FAP. Parents indicated that the feelings of incompetence and 
powerlessness that had grown over the long and complex history of the AN had 
caused them to feel entirely unskilled in challenging the disorder. They thus saw the 
FAP not only as a step towards containing the disorder, but also as a way of them 
receiving more skills and guidance before going home. In Patient 3’s case, there was 
an acknowledgement that even with all its extra intensity and support, the FAP would 
still not serve as a solution in and of itself. Her parents recognised the strength of the 
disorder and the significant amount of time and energy that would be needed to 
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effectively fight it in the future – “We obviously understand that it’s still going to be 
difficult and ongoing for everyone in the future” [said by father]. In the other families, 
there appeared to be more of an expectation that substantial changes would be 
observed by the end of the two weeks, including a shift in the adolescent’s ego-
syntonic attitude towards the AN. Interestingly, the hopes for change expressed by the 
family were not shared by the adolescent in any of the four families, in which they all 
described a sense of skepticism about the possibility or desire for change – “I didn’t 
want to come back to [hospital] and I don’t want to go home either… I just wish I 
could live with what’s in my head because it’s the only thing that agrees with me” 
[said by adolescent].  
4.2.1.3. Clinical aims: There were three specific aims for the FAP that 
clinicians held across the four cases. These included an opportunity for further 
assessment of family functioning, particularly for the cases where the adolescent 
displayed a resistance to go home – “it’ll allow us to get a bit more information to 
continue our assessment of what’s going on… and the view is that seeing the family 
up close would give us the best shot of doing that..” [said by clinician]; an opportunity 
to consolidate treatment set-up in a way that parents would have a more solid 
understanding of the fundamental principles and skills of MFBT, as well as an idea of 
what ongoing treatment should look like – “As a team, we decided that they probably 
needed some intensive family work to set the foundation before then sending them 
back to their local service” [said by clinician]; and, finally, to provide parents with a 
successful experience in taking charge of the AN; one which could serve to motivate 
ongoing engagement with MFBT once back at home –“And I think when Mum has a 
couple of successes, there’ll be the idea that there can actually be change and he can 
get better” [said by clinician].  
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Also underlying the clinicians’ intentions for the different families’ 
participations in the FAP was the aim for a more general structural and/or systemic 
change within the family unit. The type of desired change largely depended on the 
familial context of each family, and thus in some cases, there was a stronger focus on 
achieving a systemic shift in the way that family members related to and 
communicated with each other – “I think the other side of it is really to build the 
relationship, where it sounds like it has been, not quite absent, but it’s kind of reduced 
over the years…[said by clinician]” – whereas for other cases, the focus of clinical 
work was more structural. In these instances, there was an aim to establish more 
delineated inter-generational boundaries and roles in order to better fortify the family 
against the illness – “But my aim would be that change may come through mum 
differentiating herself a bit from E, and becoming more of a disentangled parent…” 
[said by clincian] 
4.2.2. Post-treatment 
Participants’ descriptions of outcomes following the FAP could be categorized 
into three primary themes of change: changes in the way that the family viewed and 
related to the disorder; changes in family functioning and interactional dynamics; and 
changes in the adolescent. What is important to note is that the outcomes described by 
participants suggested an overall shift in the way that the family approached the AN 
and their situation, rather than a change in the illness itself. Whilst there was a 
reduction in eating disorder symptoms reported in all four families (namely in regard 
to the level of distress and reactivity at mealtimes), this was not necessarily the 
primary point of improvement reflected upon by participants. Indeed, many of the 
families’ final reflections placed most emphasis on parents’ ability and confidence to 
manage the disorder, rather than on changes in symptomatology. Furthermore, these 
 76 
outcomes were reported by both families and clinicians; however, there were 
instances in which specific effects and/or shortfalls of the program were felt more 
strongly by one group compared to the other.  
4.2.2.1.  Changes towards the AN: At the end of the two weeks, parents 
reported an increased sense of confidence and competence in their capacity to manage 
the eating disorder-related behaviours. This was largely related to a feeling of being 
more skilled and knowledgeable, particularly in terms of specific strategies that were 
more effective at getting their child to eat. The clinicians similarly observed these 
outcomes across all four families, pointing out that parents were now adopting 
techniques that were more in line with MFBT principles. Unity in decision making, 
persistence and firmness were specifically noted by both the clinicians and parents as 
being particularly important principles adopted by the family in their ongoing 
management of the AN and their child’s eating. What commonly emerged across the 
cases, was parents’ growing understanding of the importance of sending a ‘message’ 
to the AN via their actions. Parents’ reflected on how they now aimed to ‘tell’ the AN 
that they were now in charge – “And so we could see that there was this very firm 
stance that had to be sent to the anorexia that there was a bottom line that could not 
be breached” [said by father]. There was one case however, in which clinicians felt 
that this did not occur to the same extent: In Patient 1’s case, the high level of distress 
he exhibited in combination with the fact it was a single parent family seemed to limit 
the extent to which his mother felt strong enough to genuinely feel in charge. 
Clinicians also noted that, overall, the families’ adoption of MFBT principles 
during the FAP seemed to translate into a more genuine understanding of the AN 
itself and how to address it. Indeed, families described their perspective of the AN as 
now being a “shared problem”, where the whole family was important in the process 
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of recovery – “I think it always felt more like [she] had it, and we were dealing with 
the…repercussions of that. Whereas now it feels more like we've all got it and we're 
all managing the repercussions” [said by father]. In a number of cases, parents 
described coming to the realization that their child would not be able to choose to 
recover by themselves, despite hoping for that outcome at the outset of the FAP. The 
clinicians also reflected on how the families’ perspectives of the AN changed, 
hypothesizing that parents’ improved ability to externalize the illness from their child 
was highly important in helping them arrive at a better understanding of how to fight 
the AN by the end of the two weeks.  
Also underscoring the families’ changed relationship with the AN was a better 
understanding of what ongoing treatment and recovery would likely entail. Many 
families described feeling more confident about engaging with MFBT in the future 
not only because they felt more supported, skilled and equipped, but also because they 
were more understanding and accepting of recovery as a non-linear and somewhat 
lengthy process – “clearly its not like we've come in here expecting to walk out with 
ongoing recovery, and we've realised that. I’m not expecting any miracles but I 
certainly feel that the team have given me a little bit of insight into how its all done” 
[said by mother]. Both groups of participants explained that they were now better able 
to recognize and celebrate the importance of seemingly small shifts in their child. In 
some cases, arriving at this point was a result of having had a positive experience 
overcoming the AN during the program; in other cases, it was the result of 
experiencing some sort of news of difference from other family members, which 
enabled a deeper understanding of the illness, the family and the adolescent – “It’s 
done a lot more than that in terms of actually helping us understand… there’s another 
big piece about us as a family working better together” [said by father]. Across either 
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scenario, it seemed that families left the FAP with an increased sense of commitment, 
knowledge and motivation to continue to engage with MFBT once back at home. 
4.2.2.2. Changes in the family: Changes in family functioning and 
structure were reported by both families and clinicians at the end of the FAP. These 
changes were predominately observed in regard to the way that family members 
related to and communicated with each other, and in the way that the family 
reorganized itself against the AN. Family members reported feeling ‘closer’ and more 
understanding of each other at the end of the two weeks; however, this occurred to 
differing extents across the families. Indeed, for Patient 1 and Patient 2, there was still 
a sense of perceived distance between family members, particularly between the two 
children and the rest of the family. In the other cases where there was more 
substantial relational change, some participants emphasised the use of more 
transparent communication as being important in reaching this higher level of 
closeness, whereas others noted the increased time spent together as being helpful in 
bridging relational rifts. In Patient 2’s and Patient 3’s cases, the clinicians also spoke 
about how the improved attunement from parents towards the adolescent helped them 
to better externalize the illness from their child – “they were then better able to 
separate the illness from her a little bit and learn to disengage from the illness, and 
kind of see some of the behaviours as related to AN as opposed to just her acting out” 
[said by clinician]. Overall, it seemed that the changed relationships within the 
various family subsystems led to the beginnings of a reorganization of the family unit, 
where parents were now more in charge and united as a team – “we devoted a lot of 
the time to getting our, sort of system, working properly so we don’t drop things 
through the cracks…”[said by mother]  – and the adolescent and siblings had begun 
to create a more supportive environment for each other – “Probably [sister] and I is a 
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big difference in that we just did more listening together… probably because we had 
to, but, it was nice” [said by sibling].  
Despite the overall changes witnessed within their family systems, the parents 
of Patient 2 and Patient 4 still felt that the program needed to be longer in order for 
the observed outcomes to be more enduring.  Interestingly, for both of these families, 
the clinicians also held corresponding views about the need for a longer and more 
supported admission. They remarked on the degree of entrenchment of the family-
based issues surrounding the adolescent’s AN symptomatology, and how this created 
a difficulty in balancing focus on family-work versus focus on the eating disorder – “I 
think the biggest shame is that [the FAP] was enough to target food and eating, but it 
became very obvious during the admission that that wasn't her only biggest concern… 
And I think that was a worry and I’m not sure there was enough time or energy spent 
on the other factors that were making her feel so unsettled” [said by clinician]. The 
clinicians commented that in both of these cases, the parents were able to improve in 
their practical management of the disorder, but still struggled to attune to the more 
subtle needs of their child. And whilst both of these families were able to recognize 
the likely benefit of additional time in the FAP, the clinicians felt they were unable to 
understand why. 
4.2.2.3. Changes in the adolescent: Nearly all families and clinicians 
reported some sort of wider shift within the adolescent and his/her demeanour and 
personality. This was observed either in the way that the adolescent related to and 
engaged with the rest of the family, or in their behaviour and level of distress in 
regard to eating. For Patient 3 and Patient 4, their family members also noticed that 
other values and interests were now becoming more important to them – “she talked 
about wanting to get a babysitting job…and it means that she’s thinking about a more 
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positive life… she has meaning” [said by sibling]. In both of these cases, it seemed 
that life outside of the AN was starting to become a more valued and achievable goal 
to the adolescent, which heralded a moving away from the disorder. Across nearly all 
the families, members reflected on seeing ‘glimpses’ of their sibling or child 
‘returning to normal’. This typically referred to moments of interaction in which 
parents and siblings felt that the adolescent was more present than the AN – “to 
establish [her] again, even in small stages, like when a baby first smiles at you...even 
just a smile off her has been something so nice to see” [said by mother]. Thus, this 
quote reflects interactions that family members had with the adolescent that gave 
them a sign that the AN was receding, and the personality of their sibling/child was 
emerging once again. 
Interestingly, across all four families, the adolescent did not share the same 
views of change as the rest of the family. Each adolescent reported still feeling 
entirely fused with the AN, where they described either a continuance or aggravation 
of symptoms – “Just my way of thinking and the way I see food and how I deal with 
it, is still the same as 3 months ago, before I was even in hospital in the first place. So 
yeah. nothing pretty much… I still feel really out of control about everything…and 
that’s more so than in the beginning I guess” [said by adolescent]. For some 
adolescents, there was a feeling of being ‘targeted’ and ‘hurt’ by their parents and 
clinicians – “it was upsetting.  Just the fact that my parents could cause me so much 
pain from that. I understand it obviously gained an effect… but I can’t believe any 
human being could do it to another human being” [said by adolescent]. They also 
commented on the lack of support they experienced during the program, particularly 
because they no longer felt they had the understanding and empathy of their fellow 
peers on the hospital ward – “on the ward there were lots of girls that were going 
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through the same thing…they understood. Here, no one’s going through it” [said by 
adolescent].  
 
4.2.3. Key factors connected with observed outcomes 
Two factors were noted across all four cases as being particularly important in 
leading to the observed outcomes at the end of the FAP. 
4.2.3.1. Intensity. Both families and clinicians consistently referred to 
the intensive nature of the FAP and how it helped to bring about many of the changes 
they described in their final reflections. Characterizing the sense of intensity was the 
high frequency of sessions and self-contained family living arrangement. Participants 
explained that the increased number of sessions over the short two-week period 
allowed for more opportunities than normal to discuss and work through family issues 
that would have otherwise been put aside in the process of re-feeding – “if you’re 
coming in here for weekly sessions this would take months and months and months… 
because if you’re having problems one day and it was going to be another few days 
until your appointment, you might not have been able to recover quite as well or work 
through it” [said by father]. Furthermore, multiple daily sessions also meant that the 
treating team was more exposed to the full array and severity of eating disorder 
behaviours. Parents in particular remarked that their own experience with the AN 
could now be better understood by the clinicians, after they too, saw what it was like 
day-in-day-out – “I think it was very important that the whole team gained a 
perspective on how seriously she could take that stance” [said by father]. The 
clinicians also elaborated on this point, adding that the increased face-to-face time 
with the family not only allowed for further assessment (which could then feed back 
into the direction of sessions), but it also sped up the structural change within the 
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family unit that they were trying to achieve. Additionally, the higher amount of 
sessions also provided opportunities to do more family meals and focused 
parent/sibling work, which served to broaden and enhance whatever changes were 
being made in the family therapy sessions. 
The family’s intensive living arrangement during the program similarly 
created more opportunities for change. Family members described a sense of ‘induced 
bonding and interaction’ as a result of having to live together for two weeks without 
any of the typical distractions and responsibilities of daily life – “All the other 
distractions of work and school and the things that need to get done at home, just 
haven’t been here.  So that’s been really helpful to help us really focus on the one 
thing that we’re all here to focus on, which is helping [her] with her recovery.  But I 
think it’s done a lot more than that in terms of actually helping us…as a family 
working better together” [said by father].  Participants remarked that as a result of 
this, there was no option to escape the issues that were emerging during the program; 
they were forced to continually confront the AN and each other, which meant that 
resolutions were more likely to be reached and relationships more likely to be 
repaired and fortified – “With something that's so hard to understand too, its easy to 
want to put your head in the sand and not think about it at all. And that's been the 
beauty I guess of being in here... we've HAD to think about it full time, but with the 
back-up its always comforting. [said by mother]”  
In some cases, however, the FAP’s intensity was not an entirely positive or 
helpful experience for the family. Some participants commented on how the intensive 
nature of the program brought with it a sense of distress –“the traumatic times were 
unexpected. I didn’t realise that we’d get to that point” [said by adolescent]. In some 
cases, this was felt predominantly by the adolescent, who felt that the constant 
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challenging and pressure to eat left a lasting negative impact, which caused them to 
resent the hospital and their family. In other cases, parents spoke about how they 
themselves underestimated how confronting the two weeks would be, and how 
unprepared they felt for how much the program would challenge their sense of self 
and parenting – “I knew it was going to be a challenge, but you don’t know how it will 
challenge your being” [said by mother].  
4.2.3.2. Proximity to supports. The close proximity to hospital services 
and supports was also consistently noted by parents in particular as making them feel 
confident enough to implement and persist with strategies that they may have 
otherwise felt were too risky or extreme. In Patient 3’s and Patient 4’s cases, the 
immediate access to the hospital’s emergency department allowed both sets of parents 
to feel unafraid in going to the extreme to ensure that the two girls finished each meal. 
The parents reflected on how this illustrated to everyone how far they could go in 
order to challenge the AN and make their child eat. Similarly, knowing that these 
services would also be available after-hours allowed the parents to feel empowered to 
persist with these strategies at all times. Both the parents and clinicians commented 
on how they were able to send the message to the AN that they would not back down 
– “[the parents] didn’t bother trying to learn softly softly to get to a certain point.  
They were willing just to go ‘no eating, then you’re going to emergency, you’ll have 
the penalty - boom!  And I think that just made her go, ‘something’s changed, they 
mean business’” [said by clincian]. Overall, parents described finally having a more 
comprehensive idea about the full array of strategies and resources which existed and 
could be used if needed. In addition to their access to the team and various hospital 
resources during the two weeks, this created a sense of containment and safety, which 
seemed to further enable processes of therapeutic change to take place more easily – 
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“there was a moment when she just refused to eat at all…but we had the support then 
of many people from within here to guide us through how we could help manage the 
situation and send the message to the eating disorder that we needed to send. And 
importantly, we then really understood clearly how far we could push and what 
resources were around us to enable that to happen” [said by father]. 
 
Chapter 5 – Discussion 
5.1. Major findings 
5.1.1. Review of thesis aims 
Recent research into the efficacy of MFBT has found that a significant minority of 
patients do not respond successfully to treatment (Madden et al., 2015; Lock et al., 
2015; Lock et al., 2010; Le Grange et al., 2012). A number of adaptations to the 
traditional MFBT model have been developed in order to account for how certain 
family and illness factors may be leading to negative outcomes, such as early drop-out 
and relapse. However, after noting that these existing adaptations might still not be 
providing the higher level of intensity and containment needed by certain families at 
risk of struggling with traditional MFBT, the Eating Disorders Services (EDS) at the 
Children’s Hospital at Westmead (CHW) developed a Family Admissions Program 
(FAP). Here, families are given a transitioned level of care into outpatient treatment, 
in which they live on the hospital grounds for two weeks after their child’s inpatient 
admission (see Chapter 3.1 for full details regarding the program).  
The FAP is only a recent addition to treatment services at CHW, and thus there 
has been no previous empirical exploration or evaluation of the program’s treatment 
effects. In light of this, the overall objective of the present research was to gain an 
understanding of the nature of participants’ experiences of the FAP and what effect 
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they felt the program had on the AN. The thesis aimed to provide a multi-layered 
perspective of the role of the FAP by adopting different temporal points of 
investigation, exploring the expectations and final evaluations of both families and 
clinicians participating in the program. 
 
 
5.1.2. Narrative Inquiry: Role of the FAP 
Overall, the findings from the Narrative Inquiry provided a framework for 
understanding how families made sense of their participation in the FAP within their 
wider history with AN. In line with how Polkinghorne (1995) explains that 
constructing stories of personal experience allows individuals to gain a greater sense 
of understanding and perspective over life events, the narrative inquiry thus served to 
help participants make meaning from their experiences in the program, using it as a 
point of reference in their overall journeys with the illness.  Overall, participants’ 
reflections suggested that the FAP provided two important mechanistic factors in 
families’ recovery from AN – a) an opportunity to reconnect and come together in a 
way that was more effective in fighting against the illness; and b) an experience, for 
parents in particular, that allowed for an increased sense of confidence, insight and 
motivation to continue engaging with MFBT once back at home.  
a) Family re-integration. The reconnection of the family unit seemed to highlight 
the occurrence of important structural and systemic processes of change, which were 
helping to recorrect the maladaptive patterns of interaction that had developed over 
time around the AN. First, parents reflected on their experiences of finally coming 
together as a unified team that could more effectively take charge of the adolescent 
and the eating disordered behaviours. This is important because existing literature on 
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family-based treatments for AN indicates that a firm and consistent parenting 
approach, in addition to clear delineations within the parental and child subsystems, is 
most important in effectively containing and reducing AN behaviours (Ellison et al., 
2012). Achieving this parental consistency, however, had been a significant obstacle 
for nearly all of the participating families prior to their involvement in the FAP. This 
meant that the type of family structure needed for traditional MFBT to work more 
successfully had been previously hard to achieve. The FAP thus seemed to help the 
family unit restructure itself in a more effective and helpful way at a particularly 
critical time in treatment.  Secondly, family members also started relating to and 
communicating with each other in a way that now confronted conflict and privileged 
transparency and understanding of each others’ experiences – styles of interaction 
believed to be more helpful in creating change in MFBT (Lock & Le Grange, 2012; 
Dare et al., 1995). For most of the families, this style of interaction was distinct from 
the system of functioning that had developed during their history with the AN. Not 
only does this add evidential weight to the notion that unhelpful family dynamics are 
a result, not cause, of AN (Whitney & Eisler, 2005), but it also highlights how the 
FAP served to help the family start to break free of unhelpful patterns of interaction in 
which they were caught.  
b) Positive experience. The presence of even just a singular positive experience 
overcoming the AN was shown to lead to a renewed sense of knowledge and 
motivation for ongoing treatment for nearly all of the families. Participants’ 
descriptions of these events reflected how they helped to challenge long-held feelings 
of inadequacy and hopelessness, even if only temporarily. This positive event thus 
seemed to give families an experience that could challenge an ingrained feeling of 
submission to the illness. From a narrative therapy standpoint, the FAP thus offered 
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an opportunity for families to experience an exception to their dominant stories of 
failure and hopelessness (White & Epston, 1990). This new story of strength and 
success could then be further amplified and expanded upon by the intensity of the rest 
of the program. The FAP thus seemed to be able to capitalise on some of the core 
underpinnings of MFBT more strongly than would have likely been possible for these 
families in a traditional, weekly outpatient set-up. The ability to do this is in a way 
that enhanced motivation for ongoing treatment is also especially important 
considering the significant role that motivation has been shown to play in recovery 
from AN (Dawson, Rhodes & Touyz, 2014; Nordbo et al., 2012; Espindola & Blay, 
2005).  
Overall, the Narrative Inquiry illustrated that the FAP seems to work by getting 
families more effectively reengaged with MFBT by helping them reunify and emerge 
out of a point of crisis. In nearly all cases, there were oscillating periods of 
improvement and decline following the program with an overall movement towards 
sustained weight gain and eating normalisation, which corresponds to the typical 
picture of recovery that the majority of families undergoing traditional MFBT follow 
(Lock et al., 2006; Lock et al., 2010; Couturier & Lock, 2006). This indicates that the 
FAP helps families who might otherwise have been at risk of a poor prognosis to get 
back on a path to recovery. It is important to note, however, that there were two cases 
in which this did not happen. For these two families, no enduring positive effects of 
the FAP were reported. It seemed that the adolescent’s degree of distress and risks to 
his/her safety whilst participating in the program prevented the family from feeling 
safe enough to challenge the AN. This then appeared to prevent opportunities for a 
positive experience, which could have helped the family emerge out of their point of 
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crisis. This has implications for how the FAP should be run in these types of AN 
presentations, which will be further discussed in section 5.2. 
5.1.3. IPA: alignment between clinical and patient experience 
The IPA provided a preliminary picture of the sentiments that both families and 
clinicians held prior to starting the FAP, as well as those they had once they had 
finished the program. Overall, the expectations and evaluations of treatment seemed 
largely aligned across the two participant groups. Both the families and clinicians 
emphasised that complexity was a key factor prompting participation in the FAP. 
However, for the clinicians in particular, there was an understanding of the urgency of 
consolidating MFBT principles as strongly as possible before beginning outpatient 
sessions considering the more complex presentations of these families. In light of 
increasing research which indicates that early hindrances in treatment, (such as a lack 
of weight gain or non-attendance (Madden et al., 2015; Doyle et al., 2010) are linked 
to worse prognoses, the clinicians’ pre-treatment aims highlight the strategic and 
interventive use of the FAP, not just as an intensive additive to normal MFBT, but 
also as a preventative measure. The Narrative Inquiry illustrated that families 
experienced an increased knowledge, confidence and motivation at the end of the 
FAP – this was not serendipitous. The findings of IPA indicated it was a purposeful 
outcome that the clinicians were trying to achieve in order to ensure that ongoing 
outpatient treatment could be as successful as possible. Indeed, in their pre-treatment 
interviews, the clinicians’ specifically spoke of trying to create opportunities for 
success for the families in order to enhance engagement and motivation for change, 
highlighting that the reported beneficial effects of having a positive experience was an 
intentional goal for treatment. Thus it can also be seen that principles of MFBT 
relating to Narrative Therapy and its aim of creating experiences that can build new, 
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strength-based narratives were core to the way in which clinicians’ ran the FAP for 
these families (Rhodes 2003; Lock, 2011). 
There was also an alignment between the clinicians and families in terms of how 
their desires for change went beyond just a reduction in AN symptoms – for both 
groups, there was the hope that wider changes within the family unit and adolescent 
would occur as well. This congruity between the two groups of participants not only 
indicates that the clinicians and families were on the same page about treatment, but it 
also has importance in light of the therapeutic benefits of having commonly shared 
treatment goals and alignment between therapists and patients in family therapy 
specifically (Heatherington, Friedlander, Diamond, Escudero & Pinsof, 2015; Sly, 
Morgan, Mountford & Lacey, 2013; Forsberg et al., 2013; Pereira, Lock & Oggins, 
2006).  
In their post-treatment reflections, the groups again aligned in their evaluations of 
a number of aspects of the program: both groups noted the families’ improved 
understanding of the nature of AN and what roles parents and siblings needed to 
adopt in order to better challenge it; both groups identified the parents’ attainment of 
skills, as well as their improvement insight into the process of recovery and future 
treatment; and, finally, both of the groups noticed better engagement on the part of the 
adolescent, despite the adolescent’s insistence that little had changed. However, 
whilst the two participant groups were in accordance in terms of their evaluations of 
these changes regarding the family’s and adolescent’s behaviours around the eating 
disorder (those that could be conceptualised as first-order changes (Davey, Davey, 
Tubbs, Salva & Anderson, 2012), there were two cases where parents and clinicians 
differed in how they understood more enduring, ‘second-order’ changes to have taken 
place, such as those where there is a new understanding into the meaning of problem 
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behaviours (Davey et al., 2012). In these two families, the parents indicated that they 
felt competent in how they responded to, and managed, the needs of their child and 
family within the context of AN. The clinicians on the other hand felt that the parents 
struggled to gain deeper insight into the patterns that had developed around the eating 
disorder. There was the concern that the necessary attunement and parental 
understanding of the child’s actions was lacking in these families, and also, that there 
was an inability on the part of the parents to recognise that this was even occurring. 
Whilst it is unsurprising that only the clinicians held this concern given the difference 
in psychological background and knowledge between the two groups, it still seemed 
to flag to the clinicians the possible danger of families finishing the FAP without 
having a true understanding of the depth of change that is required to create change. 
Indeed, it is believed that families are better able to break out of unhelpful patterns of 
homeostasis (such as those that typically develop around disordered eating) when 
deeper, qualitative changes in the actual interactional nature of the family system can 
be made – i.e. second-order change (Heatherington, Friedlander & Greenberg, 2005; 
Hoffman, 1985).  
5.1.4. Correspondence between the Narrative Inquiry and IPA  
The two sets of findings corresponded to show that the most important 
experiences of change during the FAP were those that served to strengthen the family 
unit in a way that made them more fortified in their management of the AN. The 
scope of the Narrative Inquiry went further back in history than the IPA, pointing 
towards the function of the FAP as being an opportunity for morphogenesis at a time 
of crisis. Whilst the individual factors of the FAP leading to this outcome could not be 
explored in as much detail as they were in the IPA, asking family members to reflect 
on their entire history with the disorder meant that a broader snapshot could be 
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captured of how the FAP led to family re-integration. The IPA yielded similar 
findings, albeit from an alternative, cross-sectional view of specific mechanisms in 
the program. Just as the Narrative Inquiry highlighted that the FAP helped families 
reorganise themselves in a more effective way against the illness, the IPA also 
illustrated the occurrence of wider changes in the family system (not just in the 
illness), and how these were particularly enhanced by the intensity and proximity to 
supports that the program endowed. Taken together, these two sets of findings both 
point towards how the FAP operates to help struggling families change their patterns 
around the illness in a way that allows them to better engage with ongoing treatment.  
These findings have important implications when considering how and when to 
administer adaptations of MFBT, particularly in light of the growing research which 
increasingly shows that a significant number of families will struggle with the 
traditional model of MFBT (Madden et al., 2015; Lock et al., 2015; Lock et al., 2010; 
Le Grange et al., 2012). Existing adaptations to MFBT have been successful in 
overcoming many of the commonly observed obstacles to successful treatment 
outcomes (see literature review for research on efficacy of SFT vs CFT for families 
with high EE (Le Grange et al., 1992b; Eisler et al., 2000), improved outcome rates in 
longer vs shorter courses of MFBT for patients with more entrenched eating disorder 
symptomatologies (Lock et al., 2005), clinical observations of the benefits of 
intensive day programs for adolescents who indicate a need for more focused 
individual work (Girz et al., 2013) and clinical reviews of the benefits of mutual 
solidarity and support in multi-family therapy for AN (Eisler et al., 2010; Scholz & 
Asen, 2001). However, the current findings suggest that for families who are coming 
to treatment resource-poor, under relational strain and at an acute point of crisis, 
MFBT needs to be adapted in a different way to what has already been done – one 
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which provides a higher level of intensity and proximity to support. It seemed that 
these two factors were able to create an intensive hothouse for change, which allowed 
struggling families to reconnect and feel more hopeful and confident about the 
possibility of recovery. Indeed, in the few examples of family-based admissions in 
other arenas of child and adolescent mental health, the focus is on bringing the family 
to the fore of treatment in order to make them feel more connected, more secure in 
their family roles, and ultimately, more in charge of their child’s recovery (Wallin & 
Persson, 2006; Falk, 1990; Churven & Durrant, 1983). 
5.2. Clinical implications: what do the present findings tell us about 
administrations of family inpatient admissions for adolescents with AN? 
In light of the study’s findings, future adaptations of MFBT that involve a family 
inpatient admission should have intensity and proximity to support as central focal 
points of treatment. In terms of intensity in treatment, multiple sessions each day 
should be considered a necessary component of the program. Indeed, in the present 
study, participants noted that the high frequency of sessions taking place each day 
allowed for more opportunities for therapeutic change. It not only gave room for 
different types of therapy sessions to be conducted with the family (such as family 
meals, sibling sessions and parent-only sessions) but it also increased the overall face-
to-face time that the family could have with the whole multi-disciplinary team. This 
also limited the extent to which difficult issues could be avoided. Indeed, the benefits 
of intensive therapeutic engagement have been historically noted in a number of other 
therapeutic disciplines, such as psychodynamic psychotherapy and psychoanalysis, 
where the more intensive frequency of sessions has been shown to prevent 
opportunities for avoidance and other defences to emerge and derail progress (Gedo 
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& Cohler, 1992; Heinicke & Ramsey-Klee, 1986; Freedman, Hoffenberg, Vorus & 
Frosch, 1999).   
Intensity in living arrangement should also be considered an important component 
of a family-admission based program. Whilst many of the families described initial 
apprehensions about having to stop work and school for the two-week period, they 
eventually came to see this as a positive part of their experience in the FAP. Just as 
the high-frequency of sessions prevented opportunities for avoidance, living together 
with no distractions or external pressures also forced all family members to continue 
confronting and exploring the issues surrounding the AN. This similarly indicates that 
it would be important to ensure all family members commit to not working or 
attending daily commitments whilst doing a family inpatient admission. 
The close proximity to hospital supports and facilities that was enabled as part of 
the set-up of the FAP also emerged as a key factor of the program that families felt 
provided them with a sense of security and containment. Being within close range of 
services such as the emergency department, after-hours psychological and psychiatric 
help, and the nursing and medical teams, highlighted to families that there was a 
much larger array of measures they could take to ensure their child was safe and 
eating. Indeed, many families spoke of feeling reassured and confident in their 
decisions to resort to more extreme, but ultimately necessary, measures much earlier 
on than would have normally been the case. Having the self-contained unit placed 
within the hospital grounds also meant that family members were endowed many 
more opportunities than normal to see members of the whole treating team. This is 
because it enabled brief and frequent check-ins by staff members to be much more 
feasible. Overall, this seemed to further enhance the sense of containment and 
confidence that families experienced. In some of the other examples of family 
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psychiatric admissions, the family resided at a distance from the actual hospital or 
medical centre (Wallin & Persson, 2006). Whilst this can be appropriate in psychiatric 
disorders that do not require close medical or psychological attention, the current 
study’s findings indicate that for AN, immediate and proximal access to such services 
is much more acutely required in order for families to feel supported and contained. In 
light of this, it seems that future administrations of family inpatient programs would 
benefit from having the family reside as close as possible to the hospital grounds.  
It is also important to note that whilst all the families reported coming to the FAP 
at a point of crisis, in some cases, there was discrepancy between the family and 
clinicians as to when they had actually reached this point. In these situations, there 
had been previous unsuccessful attempts by the hospital team to get the family to 
participate in the program well before the family felt they hit a crisis point. The 
clinicians had witnessed the family’s ongoing struggle and complex history with the 
disorder, causing them to believe the FAP would be a necessary step earlier in 
treatment; however, until the family itself felt that they had reached rock bottom, 
participation in the FAP was deemed to extreme and unfeasible. Once it was clear to 
all family members that their current treatment approach to the AN was not working, 
there was a willingness to consider the more intensive option of the FAP. This 
perhaps suggests that it is the family’s subjective experience of crisis that is important 
for clinicians to recognise when presenting the FAP as a treatment option. Holding 
this consideration into account would help clinicians tailor how they offer the 
program in a way that matches the family’s readiness to accept a more intensive 
treatment option.  
Finally, in situations where there is a high risk of self-harm and threats to safety, 
additional considerations in the administration of the family inpatient admission 
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should be thought of. For the families where there was a history of extreme 
aggression, distress and violence, parents felt unable to effectively implement the 
boundaries and practices that the FAP was encouraging without feeling like they were 
jeopardising their child’s safety. Additionally, they also stated that they completed the 
program without having experienced an event in which they overcame the AN or had 
taken control of their child’s eating disordered behaviour. This seemed to lead to a 
lack of positive outcomes for these families, in which the adolescent continued to 
require ongoing inpatient hospitalisations following the completion of the FAP. It 
might therefore be important to ensure that the degree of intensity incorporated into a 
family inpatient admission is proportionate to the level of risk displayed by the 
adolescent. This would not only ensure that the adolescent is kept safe during the two 
weeks, but also, that parents are continually feeling supported and safe enough to 
effectively challenge eating disorder behaviours.  
5.3.   Strengths and limitations of the research 
5.3.1. Limitations. 
The primary researcher of the current study was a practising MFBT clinician. 
Whilst the knowledge-base associated with this likely helped to enable a deeper 
understanding of the treatment components and processes of change that families and 
clinicians described as being important, it also had the potential to influence the way 
in which data was analysed and interpreted. Precautions were adopted to try to 
accommodate for this limitation, including adopting a philosophical stance of inquiry 
that acknowledges the position and influences of the researcher as an active part of 
the empirical process (Clandinin & Connelly, 2000; Sparkes & Smith, 2008); 
however, there nonetheless remains the likelihood that biases existed in the way that 
meaning was made from the analytical process. It is therefore important that future 
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research continues to explore and elaborate on the findings yielded in the current 
study, offering additional perspectives and interpretations. It is also possible that 
participants mistakenly viewed the researcher as part of the clinical team. This may 
have had the effect of again biasing the data, as participants may have felt compelled 
to modify their responses to satisfy the researcher and hospital team. Whilst all 
participant information and consent forms explicitly stated that participation in the 
current study had no bearing on one’s treatment from the hospital, participants’ 
descriptions of their experiences during the FAP may still have been implicitly 
influenced. Future studies on the FAP would thus benefit from explicitly ensuring that 
participants are aware of the separation between the researcher and treating hospital 
team.  
A second limitation of the current study concerned the size of the participant 
sample. Whilst the sample size was empirically sufficient for the qualitative design of 
this study, having a larger number of participants, particularly in the IPA, could have 
provided more insight into the pattern of findings. Indeed, in the few cases where 
participants’ experiences differed from what was described by the majority of the 
sample, a larger sample size could have found more families and/or adolescents who 
might have also had divergent experiences. This could have shed more light onto why 
this particular population of patients did not respond to the FAP in the same way, 
giving researchers more understanding into the mechanisms of change in the program, 
and also, into how it could be modified for this subset of individuals. 
Finally, all participants (both the families and clinicians) were recruited from a 
single treatment site. Whilst this was inescapable due to the fact that the FAP is only 
currently being run at CHW, and also because a very specific sample population was 
being sought for the present study, it brings with it two limitations in the extent to 
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which data can be generalised to adolescent AN populations as a whole. First, the 
adolescent patients had all previously undergone an inpatient admission at CHW, and 
thus their treatment experiences within this context may be unlike those of other 
similar adolescent populations who did not receive treatment from CHW. This has the 
potential of influencing the way they responded to, and experienced, the FAP. 
Secondly, the clinicians were also all recruited from the same service (the Eating 
Disorders Service at CHW) and thus it may have influenced the way in which they 
conducted and approached therapy. Whilst it is likely that most clinicians practising 
from an MFBT model would hold similar points of view in regard to treatment for 
AN, this might have nonetheless created a bias in the way that the clinicians 
participating in the current study carried out their treatment in the FAP. As family-
inpatient admissions become a more commonly administered form MFBT, it is 
important that future research recruits both patients and clinicians from multiple 
treatment sites in order to allow for a greater ability to generalise results to a number 
of different settings and populations. 
5.3.2.  Strengths 
Despite the aforementioned shortfalls associated with the sample size of the 
current study, the number of participants recruited in both the Narrative Inquiry and 
IPA was nonetheless sufficient and well-suited to the chosen methodologies. 
Sandelowski (1995) and Lad, Suto & Ungar (2012), for example, suggest that a 
sample size of two to 14 for homogenous sampling in qualitative analysis, such as 
narrative inquiry, can be adequate to achieve a richness and credibility in data, which 
was matched in the current study. Similarly, the sample size of four cases in the IPA 
has been shown to be appropriate for reaching a balance between breadth and depth in 
data analysis (Smith & Osborn, 2004). In this case, it thus allowed for a more 
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comprehensive understanding of the range of different participant experiences 
associated with the FAP. 
Another strength of the current study was that triangulation of data was achieved 
across a number of domains, adding to the credibility and rigour of findings. Two 
different qualitative methodologies were used, each of which utilised a separate group 
of patients who were reflecting on their experiences in the FAP from different time 
points. Additionally, the fact that both families and clinicians were recruited to reflect 
on their experiences further adds to the triangulation of data, and thus together, these 
different sources and time-points of information help to give a more rounded, 
comprehensive and true picture of the FAP.  
5.4.  Future directions and conclusions 
The need for alternative adaptations to the traditional MFBT model has become 
increasingly clear in recent years, in which research continually points toward the 
considerable number of adolescents and families who do not respond successfully to 
normal treatment (Madden et al., 2015; Lock et al., 2015; Lock et al., 2010; Le 
Grange et al., 2012). Whilst there is a growing movement towards establishing 
augmentations of MFBT that accommodate the needs of this vulnerable population, 
particularly those who require more intensive forms of treatment, empirical research 
into the efficacy of these treatment adaptations is still needed. This study has provided 
the first empirical evaluations of the Family Admissions Program – a particular 
augmentation of the MFBT model, which focuses specifically on increasing intensity 
of treatment for the whole family. The results of the Narrative Inquiry highlighted a 
common experience of family re-integration and reunification that occurred during 
the FAP. Combined with the presence of a positive event overcoming the AN, the 
opportunity for families to reconnect after a long period of disconnection proved to be 
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a key mechanistic factor of the program which helped families get back on a path to 
recovery. The Interpretative Phenomenological Analysis pointed towards two 
important mechanisms by which the FAP worked to effect this change for families – 
intensity in frequency of therapy sessions and living arrangement, as well as 
proximity to the hospital’s supports and services. It seemed that, together, these two 
factors helped families, and parents in particular, feel more contained and supported 
in challenging the AN to a more extreme level than would have otherwise been 
possible in traditional outpatient MFBT sessions. What is thus indicated by the 
current study, is that for families who are struggling with disconnection and/or 
isolation in traditional MFBT, an augmentation of treatment involving a family 
inpatient admission needs to intensively focus on bringing about cohesion and 
connectedness in the family unit. Taken together, the findings of the Narrative Inquiry 
and IPA shed light on the theoretical and clinical implications that are important to 
consider not only when developing family inpatient programs for AN, but also when 
thinking about the role of augmentations of MFBT in general. 
 Future research would benefit from exploring in more detail the specific 
mechanisms of change that led to the observed outcomes in this study, as well as at 
particular family or patient characteristics that might indicate benefit from 
participating in a FAP. Whilst the present study has developed current understanding 
of the nature of these mechanisms of change in such treatment programs, it is 
important to conduct ongoing controlled trials that can look specifically at the 
empirical efficacy of these factors. Through the use of such methodological 
paradigms, specific features of the FAP that were important in leading to certain 
outcomes could thus be identified as being efficacious over and above standard 
treatment options. In doing so, the avenues for treatment for individuals and families 
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unlikely to responded successfully to normal MFBT can continue to grow and be 
enhanced. 
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Exploring'the'Effects'of'the'Family'Admissions'Program'in'
Treating'Adolescents'with'Anorexia'Nervosa.'
!
!
!
!
!
!
Dr!P!Rhodes! ! Department!of!Clinical!Psychology! Usyd! ! Ph:!+61!2!9351!6708! !
Mr!A!Wallis! ! Department!of!Adolescent!Medicine! CHW! ! Ph:!+61!2!9845!2446!
Dr!J!Miskovic! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
Ms!K!Fink! ! School!of!Psychology! ! ! Usyd! ! Ph:!+61!4!145!50636!!
Dr!S!Madden! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
A/Prof!Kohn! ! Department!of!Adolescent!Medicine!! CHW! ! Ph:!+61!2!9845!2446!
!
Invitation'
Your! family! has!been! invited! to! participate! in! a! research! study!evaluating! the!effectiveness!of! a!
treatment!program!being!offered!at!Westmead!Children’s!Hospital! for!adolescents!suffering! from!
Anorexia!Nervosa.!
!
The!study!is!being!conducted!by!Ms!Keren!Fink,!a!Provisional!Psychologist!currently!training!as!a!
Clinical!Psychologist!at!the!University!of!Sydney,!and!will!form!the!basis!for!the!degree!of!Doctor!of!
Clinical!Psychology/Master!of!Science!at!the!University!of!Sydney.!Ms!Fink!will!be!conducting!the!
study!under! the!supervision!of!Dr!Paul!Rhodes!(School!of!Psychology,!University!of!Sydney),!Mr!
Andrew! Wallis! (Department! of! Adolescent! Medicine,! Children’s! Hospital! at! Westmead)! and! Dr!
Jane!Miskovic!(Department!of!Psychological!Medicine,!Children’s!Hospital!at!Westmead).!
!
Before!you!decide!whether!or!not!you!wish!for!your!family! to!participate! in!this,! it! is! important!for!
you!to!understand!why!the!research!is!being!done!and!what!it!will!involve.!Please!take!the!time!to!
read!the!following!information!carefully!and!discuss!it!with!others!if!you!wish.!
!
What'is'the'purpose'of'the'study?'
The!purpose!of!the!study!is!to!provide!an!evaluation!of!the!effectiveness!of!the!Family!Admissions!
Program! (FAP)! in! treating! adolescents! with! Anorexia! Nervosa! (AN).! ! We! hope! to! explore! the!
experience!that!patients!and!their!families!have!had!in!the!program,!and!whether!or!not!they!found!
the!program!to!be!effective!in!their!overall! treatment.!Additionally,!we!aim!to!assess!how!well!the!
clinicians’!expectations!of!treatment!outcomes!compare!to!families’!experiences.!We!hope!that!this!
study! will! further! our! understanding! of! the! effectiveness! of! the! FAP,! and! also! indicate! possible!
areas!of!future!improvement!to!the!program.!
!
Who'can'participate'in'the'study?'
All! individuals!and!their!families!who!have!undergone!treatment!as!part!of!the!Family!Admissions!
Program! at! The! Children’s! Hospital! at! Westmead! (CHW)! in! the! past! year! will! be! invited! to!
participate.!
!
Do'you'have'a'choice'to'participate?'
Corner Hawkesbury Road 
and Hainsworth Street 
 
Locked Bag 4001 
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Participation!in!this!study!is!voluntary.!It!is!entirely!up!to!you!and!your!family!whether!or!not!you!
participate.!If!you!decide!not!to!participate,!it!will!not!affect!the!treatment!your!child!receives!now!or!
in!the!future,!nor!will!it!affect!your!child’s!relationship!with!the!staff!caring!for!him/her.!If!you!or!your!
family!wish!to!withdraw!from!the!study!once!it!has!started,!you!can!do!so!at!any!time!without!
having!to!give!a!reason!and!without!any!penalty.!
!
What'will'the'study'involve?''
The! study! will! involve! you! and! your! family! participating! in! a! 60 9^0!minute! interview! that! will! be!
conducted!by!Ms!Keren!Fink.!The! interview!will! take!place!either!over! the!phone!or!at!your!next!
medical! appointment! at! the!CHW.!The! interview!will! focus! on! your! family’s! general! experiences!
during!the!FAP,!whether!or!not!you!found!it!to!be!effective,!and!the!role!that!the!FAP!played!in!your!
overall!treatment!for!AN.!
!
Are'there'any'benefits'for'my'child'participating'in'the'study?'
This!study!aims!to!further!clinical!understanding!of!the!effectiveness!of!the!FAP!in!treating!
Anorexia!Nervosa_!however,!it!may!not!directly!benefit!your!child.!The!research!is!an!important!line!
of!enquiry!in!terms!of!gaining!a!more!detailed!picture!of!patients’!experiences!and!evaluations!of!
the!FAP,!and!how!these!might!compare!to!the!clinicians’!intended!treatment!effects.!!
!
Are'there'any'sideHeffects'and'risk'associated'with'this'study?'
There!are!no!substantive!risks!expected!as!a!result!of!participation!in!this!study.!It!is!possible!that!
you!could!become!distressed!during!the!interview.!If!this!occurs,!you!can!stop!and!notify!the!
researchers!or!your!doctor.!If!you!want,!they!can!then!refer!you!to!Ms!Joanne!Titterton,!Clinical!
Nurse!Consultant!at!the!Eating!Disorder!Service,!for!support!or!counselling.!You!can!also!contact!
Ms!Titterton!directly.!Her!contact!details!are:!
Phone:!+61!2!98452005!
Email:!joanne.titterton@health.nsw.gov.au!
Confidentiality/Privacy''
Any!identifiable!information!that!is!collected!about!your!child!and/or!your!family!in!connection!with!
this!study!will!remain!confidential,!and!will!be!disclosed!only!with!your!permission,!or!except!as!
required!by!law.!All!information!from!the!interviews!and!questionnaires!will!be!transcribed!and!de^
identified,!and!then!held!securely!at!the!University!of!Sydney.!Only!the!researchers!named!above!
will!have!access!to!this!data.!!Data!will!be!kept!for!five!years!after!which!it!will!be!destroyed!and!all!
electronic!information!deleted. 
What'will'happen'with'the'results?'
If!you!give!us!your!permission!by!signing!the!consent!document,!we!plan!to!collate!and!document!
the!results!in!a!thesis,!which!will!be!written!in!partial!fulfilment!of!the!Doctor!of!Clinical!
Psychology/Master!of!Science!(undertaken!by!Ms!Keren!Fink)!at!the!University!of!Sydney.!An!
article!may!also!be!submitted!to!a!peer r^eviewed!journal!with!the!aim!of!publication.!In!any!
publication,!information!will!be!provided!in!such!a!way!that!you!cannot!be!identified.!If!you!wish,!
results!of!the!study!will!be!provided!to!you.!
!
Other'information'
This!research!had!been!approved!by!the!Hunter!New!England!Human!Research!Ethics!Committee!
of!Hunter!New!England!Local!Health!District!Children’s!Hospitals!Network!Human!Research!
Ethics,!Reference'13/05/4.07.!!
!
Version!4,!31!March!2014,!13/05/15/4.07! Page!3!of!3!
!
Should!you!have!concerns!about!your!rights!as!a!participant!in!this!research,!or!you!have!a!
complaint!about!the!manner!in!which!the!research!is!conducted,!it!may!be!given!to!the!researcher,!
or,!if!an!independent!person!is!preferred,!to:!!
Dr!Nicole!Gerrand,!Manager!Research!Ethics!and!Governance!
Address:!Hunter!New!England!Local!Health!District,!Locked!Bag!1,!New!Lambton!NSW!
2305!
Phone:!+61!2!49214950,!!
Email:!Hnehrec@hnehealth.nsw.gov.au!
!
If!you!would!like!to!know!more!about!this!study!at!any!stage,!please!do!not!hesitate!to!contact:!!
Ms!Keren!Fink!
Phone:!0414550636!
Email:!kfin8268@uni.sydney.edu.au!
!
Thankyou!for!taking!the!time!to!consider!this!study.!!
If!you!wish!take!part!in!it,!please!sign!the!attached!consent!form.!This!information!sheet!is!for!you!
to!keep.!!
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!!
CHILD!INFORMATION!SHEET!!
!
!
Exploring!the!Effects!of!the!Family!Admissions!Program!in!
Treating!Adolescents!with!Anorexia!Nervosa.!
!
!
!
!
Dr!P!Rhodes! ! Department!of!Clinical!Psychology! Usyd! ! Ph:!+61!2!9351!6708! !
Mr!A!Wallis! ! Department!of!Adolescent!Medicine! CHW! ! Ph:!+61!2!9845!2446!
Dr!J!Miskovic! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
Ms!K!Fink! ! School!of!Psychology! ! ! Usyd! ! Ph:!+61!4!145!50636!
Dr!S!Madden! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
A/Prof!Kohn! ! Department!of!Adolescent!Medicine!! CHW! ! Ph:!+61!2!9845!2446!!
!
This! is!a!booklet!that!has!been!put!together!to!help!you!decide!if!you!would! like!to!take!part! in!a!
research!study!evaluating!the!Family!Admissions!Program!being!run!at!the!Children’s!Hospital,!at!
Westmead!(CHW)!for!adolescents!suffering!from!Anorexia!Nervosa.!
!
Before! you! decide!whether! or! not! you!would! like! to! participate! in! this,! it! is! important! for! you! to!
understand!why!the!research! is!being!done!and!what! it!will! involve.!Please!take!the!time!to!read!
the!following!information!carefully!and!discuss!it!with!others!if!you!wish.!
!
Who!is!doing!the!study?!!
The!study!is!being!run!by!Ms!Keren!Fink,!a!Provisional!Psychologist!who!is!currently!training!as!a!
Clinical!Psychologist!at!the!University!of!Sydney.!Ms!Fink!will!be!will!be!conducting!the!study!under!
the!supervision!of!Dr!Paul!Rhodes!(School!of!Psychology,!University!of!Sydney),!Mr!Andrew!Wallis!
(Department!of!Adolescent!Medicine,!Children’s!Hospital!at!Westmead)!and!Dr!Jane!Miskovic!
(Department!of!Psychological!Medicine,!Children’s!Hospital!at!Westmead).!
!
What!is!the!study!about?!
The!purpose!of!the!study!is!to!evaluate!the!effectiveness!of!the!Family!Admissions!Program!(FAP)!
in!treating!adolescents!with!Anorexia!Nervosa!(AN).!!We!hope!to!explore!the!experience!that!you!
and!your!family!have!had!in!the!program,!and!whether!or!not!you!found!it!to!be!helpful.!We!hope!
that! this! study!will! further! our! understanding! of! the! effectiveness! of! the! FAP,! and! also! highlight!
areas!of!the!FAP!that!could!be!improved!in!the!future.!
!
What!will!I!have!to!do!if!I!take!part?!!
A! researcher! will! conduct! a! 60\90! minute! interview! with! you! and! your! family,! either! over! the!
telephone,!or!at!your!next!medical!appointment!at!CHW.!In!the!interview,!you!and!your!family!will!
be!asked!questions!about!your!experiences!during!the!FAP!and!how!you!think!it!might!have!helped!
you.!!
!
Do!I!have!to!take!part!in!the!research?!!
No!you!don’t.!Participation!in!this!study!is!voluntary.!It!is!entirely!up!to!you!whether!or!not!you!
participate.!If!you!decide!not!to!participate,!it!will!not!affect!your!treatment!at!the!hospital,!or!your!
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relationship!with!any!of!the!hospital!staff!members.!If!you!wish!to!withdraw!from!the!study!once!it!
has!started,!you!can!do!so!at!any!time!without!having!to!give!a!reason!and!without!any!penalty.!
!
Confidentiality/Privacy!
Any!information!that!is!collected!about!you!will!remain!confidential,!which!means!that!it!will!be!kept!
private!between!you!and!the!researchers.!The!only!time!that!information!might!have!to!be!told!to!
someone!else!is!if!you!indicate!that!someone!has!harmed!you!or!you!want!to!harm!yourself.!If!any!
of!those!things!happen,!the!researchers!would!have!to!tell!the!Department!of!Community!Services.!
Are!there!any!sideLeffects!or!risk!associated!with!me!taking!part!in!this!study?!
It!is!not!likely!that!the!study!will!have!side\effects!or!risks.!If!you!do!become!upset!or!distressed!
during!the!interview,!you!can!stop!and!tell!your!parents!or!the!researcher.!If!you!want,!you!can!then!
talk!to!Ms!Joanne!Titterton,!who!is!a!clinical!nurse!consultant!at!the!Eating!Disorder!Service,!about!
your!experiences.!You!can!also!Ms!Titterton!directly.!Her!contact!details!are:!
Phone:!+61!2!98452005!
Email:!joanne.titterton@health.nsw.gov.au!
What!will!happen!to!the!information!I!tell!you?!
The!information!you!tell!us!will!only!be!used!by!the!University!of!Sydney!and!Westmead!Children’s!
Hospital! to!help!us!evaluate!how!effective! the!FAP! is!and!possible!ways! it!can! improve.!No\one!
else!will!be!allowed!to!access!this!information.!The!information!could!be!used!with!information!from!
other! participants! in! reports! or! papers! about! the! research,! however,! you! will! not! be! able! to! be!
identified!in!these!reports!or!papers.!!
!
The! information!you! tell!us!will!be!stored! in! locked!storage!cabinets!at! the!University!of!Sydney,!
and! it! will! only! allowed! to! be! accessed! by! the! researchers! listed! at! the! top! of! the! page.! The!
information!will!stay!in!those!cabinets!for!5!years,!and!then!it!will!be!destroyed!and!deleted.!!
!
If!you!have!any!questions!about!the!research!project!or!you!want!to!talk!about!it,!please!contact!Ms!
Keren!Fink.!You!can!reach!her!at:!
!
Phone:!0414550636!
Email:!kfin8268@uni.sydney.edu.au!
!
If!you!are!unhappy!about!anything!that!happens!in!this!study,!tell!your!parents!or!the!
researchers!and!they!will!know!who!to!contact.!
!
This!booklet!is!for!you!to!keep.!!
!
!
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CONSENT'FORM'
!
Exploring'the'Effects'of'the'Family'Admissions'Program'in'
Treating'Adolescents'with'Anorexia'Nervosa.'
(
(
!
!
!
Dr!P!Rhodes! ! Department!of!Clinical!Psychology! Usyd! ! Ph:!+61!2!9351!6708! !
Mr!A!Wallis! ! Department!of!Adolescent!Medicine! CHW! ! Ph:!+61!2!9845!2446!
Dr!J!Miskovic! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2009!
Ms!K!Fink! ! School!of!Psychology! ! ! Usyd! ! Ph:!+61!4!145!50636!!
Dr!S!Madden! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
A/Prof!Kohn! ! Department!of!Adolescent!Medicine!! CHW! ! Ph:!+61!2!9845!2446!
!
!
I!have!read!and!understand!the!Information!Sheet,!and!give!my!consent!for!my!child!to!participate!
in!this!research!study,!which!has!been!explained!to!me!by!!!
!
__________________________________________________________________________!
!
!
I!understand!that!I!am!free!to!withdraw!from!the!study!at!any!time!and!this!decision!will!not!
otherwise!affect!my!child’s!treatment!at!the!Hospital.!
!
!
NAME!OF!CHILD:!_________________________________________________!(Please!print)!
!
!
NAME!OF!PARENT!OR!GUARDIAN:!__________________________________!(Please!print)!
!
!
SIGNATURE!OF!PARENT!OR!GUARDIAN:!____________________________!Date:!_______!
!
!
'
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PARENT!INFORMATION!SHEET!!
!
Exploring!the!Effects!of!the!Family!Admissions!Program!in!
Treating!Adolescents!with!Anorexia!Nervosa.!
!
!
!
!
!
!
Dr!P!Rhodes! ! Department!of!Clinical!Psychology! Usyd! ! Ph:!+61!2!9351!6708! !
Mr!A!Wallis! ! Department!of!Adolescent!Medicine! CHW! ! Ph:!+61!2!9845!2446!
Dr!J!Miskovic! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2009!
Ms!K!Fink! ! School!of!Psychology! ! ! Usyd! ! Ph:!+61!4!145!50636!!
Dr!S!Madden! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
A/Prof!Kohn! ! Department!of!Adolescent!Medicine!! CHW! ! Ph:!+61!2!9845!2446!
!
Invitation!
Your! family! has!been! invited! to! participate! in! a! research! study!evaluating! the!effectiveness!of! a!
treatment!program!being!offered!at!Westmead!Children’s!Hospital! for!adolescents!suffering! from!
Anorexia!Nervosa.!
!
The!study!is!being!conducted!by!Ms!Keren!Fink,!a!Provisional!Psychologist!currently!training!as!a!
Clinical!Psychologist!at!the!University!of!Sydney,!and!will!form!the!basis!for!the!degree!of!Doctor!of!
Clinical!Psychology/Master!of!Science!at!the!University!of!Sydney.!Ms!Fink!will!be!conducting!the!
study!under! the!supervision!of!Dr!Paul!Rhodes!(School!of!Psychology,!University!of!Sydney),!Mr!
Andrew! Wallis! (Department! of! Adolescent! Medicine,! Children’s! Hospital! at! Westmead)! and! Dr!
Jane!Miskovic!(Department!of!Psychological!Medicine,!Children’s!Hospital!at!Westmead).!
!
Before!you!decide!whether!or!not!you!wish!for!your!family! to!participate! in!this,! it! is! important!for!
you!to!understand!why!the!research!is!being!done!and!what!it!will!involve.!Please!take!the!time!to!
read!the!following!information!carefully!and!discuss!it!with!others!if!you!wish.!
!
What!is!the!purpose!of!the!study?!
The!purpose!of!the!study!is!to!provide!an!evaluation!of!the!effectiveness!of!the!Family!Admissions!
Program!(FAP)!in!treating!adolescents!with!Anorexia!Nervosa.!!We!hope!to!explore!the!experience!
that!patients!and!their!families!have!in!the!program,!and!whether!or!not!they!found!the!program!to!
be! effective.! Additionally,! we! aim! to! assess! how! well! clinicians’! initial! treatment! aims! and! final!
evaluations! compared! to! families’! experiences.! We! hope! that! this! comparison! will! allow! for!
discrepancies! between! the! experiences! of! patients! and! clinicians! to! come! to! light,! and! thereby!
indicate!possible!areas!of!future!improvement!in!the!FAP.!
!
Who!can!participate!in!the!study?!
All! individuals!and!their! families!receiving!treatment!as!part!of! the!Family!Admissions!Program!at!
The!Children’s!Hospital!at!Westmead!will!be!invited!to!participate.!
!
Do!you!have!a!choice!to!participate?!
Participation!in!this!study!is!voluntary.!It!is!entirely!up!to!you!and!your!family!whether!or!not!you!
participate.!If!you!decide!not!to!participate,!it!will!not!affect!the!treatment!your!child!receives!now!or!
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in!the!future,!nor!will!it!affect!your!child’s!relationship!with!the!staff!caring!for!him/her.!If!you!or!your!
family!wish!to!withdraw!from!the!study!once!it!has!started,!you!can!do!so!at!any!time!without!
having!to!give!a!reason!and!without!any!penalty.!
!
What!will!the!study!involve?!!
The!study!will!involve!you!and!your!family!participating!in!two!30 4^0!minute!interviews!that!will!be!
conducted! by! Ms! Keren! Fink.! The! first! interview! will! take! place! on! the! first! or! second! day! of!
admission!into!the!FAP,!and!will!focus!on!your!family’s!expectations!of!the!program!and!its!effects.!
The! second! interview! will! be! conducted! on! the! last,! or! second l^ast,! day! of! the! program.! This!
interview!will! focus!on!your!family’s!general!experiences!during!the!FAP,!and!whether!or!not!you!
found!it!to!be!effective.!
!
Your!child!will!also!be!asked!to!complete!a!standard!set!of!psychological!questionnaires!that!are!
routinely! administered! as! part! of! the! FAP! at! the! hospital.! They! will! be! asked! to! complete! the!
questionnaires!at! three!time!points! !^once!at! the!beginning!of! the!program,!once! in! the!middle!of!
the! program,! and! then! again! at! the! end! of! the! program.! The! set! of! questionnaires! should! take!
approximately!15!minutes!to!complete.!
!
In!addition!to!the!interviews!and!questionnaires,!the!researchers!would!like!to!ask!you!some!basic!
demographic!questions!in!order!to!obtain!information!relevant!to!the!study.!!
!
Are!there!any!benefits!for!my!child!participating!in!the!study?!
This!study!aims!to!further!clinical!understanding!of!the!effectiveness!of!the!FAP!in!treating!
Anorexia!Nervosa !`however,!it!may!not!directly!benefit!your!child.!The!research!is!an!important!line!
of!enquiry!in!terms!of!gaining!a!more!detailed!picture!of!patients’!experiences!and!evaluations!of!
the!FAP,!and!how!these!might!compare!to!the!clinicians’!intended!treatment!effects.!!
!
Are!there!any!sideHeffects!and!risk!associated!with!this!study?!
There!are!no!substantive!risks!expected!as!a!result!of!participation!in!this!study.!It!is!possible!that!
you!could!become!distressed!during!the!interviews!or!other!parts!of!the!study.!If!this!occurs,!you!
can!stop!and!notify!the!researchers!or!your!doctor.!If!you!want,!they!can!then!refer!you!to!Ms!
Joanne!Titterton,!Clinical!Nurse!Consultant!at!the!Eating!Disorder!Service,!for!support!or!
counselling.!You!can!also!contact!Ms!Titterton!directly.!Her!contact!details!are:!
Phone:!+61!2!98452005!
Email:!joanne.titterton@health.nsw.gov.au!
Confidentiality/Privacy!!
Any!identifiable!information!that!is!collected!about!your!child!and/or!your!family!in!connection!with!
this!study!will!remain!confidential,!and!will!be!disclosed!only!with!your!permission,!or!except!as!
required!by!law.!All!information!from!the!interviews!and!questionnaires!will!be!transcribed!and!de^
identified,!and!then!held!securely!at!the!University!of!Sydney.!Only!the!researchers!named!above!
will!have!access!to!this!data.!!Data!will!be!kept!for!five!years!after!which!it!will!be!destroyed!and!all!
electronic!information!deleted. 
What!will!happen!with!the!results?!
If!you!give!us!your!permission!by!signing!the!consent!document,!we!plan!to!collate!and!document!
the!results!in!a!thesis,!which!will!be!written!in!partial!fulfilment!of!the!Doctor!of!Clinical!
Psychology/Master!of!Science!(undertaken!by!Ms!Keren!Fink)!at!the!University!of!Sydney.!An!
Appendix C 
Information (parent and child) and Consent forms for Study 2 (Interpretative 
Phenomenological Analysis) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 127 
!
Version!3,!30!July!2013,!13/05/15/4.07!!! Page!3!of!3!
article!may!also!be!submitted!to!a!peer r^eviewed!journal!with!the!aim!of!publication.!In!any!
publication,!information!will!be!provided!in!such!a!way!that!you!cannot!be!identified.!If!you!wish,!
results!of!the!study!will!be!provided!to!you.!
Other!information!
This!research!had!been!approved!by!the!Hunter!New!England!Human!Research!Ethics!Committee!
of!Hunter!New!England!Local!Health!District!Children’s!Hospitals!Network!Human!Research!
Ethics,!Reference!13/05/4.07.!!
!
Should!you!have!concerns!about!your!rights!as!a!participant!in!this!research,!or!you!have!a!
complaint!about!the!manner!in!which!the!research!is!conducted,!it!may!be!given!to!the!researcher,!
or,!if!an!independent!person!is!preferred,!to:!!
Dr!Nicole!Gerrand,!Manager!Research!Ethics!and!Governance!
Address:!Hunter!New!England!Local!Health!District,!Locked!Bag!1,!New!Lambton!NSW!
2305!
Phone:!+61!2!49214950,!!
Email:!Hnehrec@hnehealth.nsw.gov.au!
!
If!you!would!like!to!know!more!about!this!study!at!any!stage,!please!do!not!hesitate!to!contact:!!
Ms!Keren!Fink!
Phone:!0414550636!
Email:!kfin8268@uni.sydney.edu.au!
!
Thankyou!for!taking!the!time!to!consider!this!study.!!
If!you!wish!take!part!in!it,!please!sign!the!attached!consent!form.!This!information!sheet!is!for!you!
to!keep.!!
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!!
CHILD!INFORMATION!SHEET!!
!
!
Exploring!the!Effects!of!the!Family!Admissions!Program!in!
Treating!Adolescents!with!Anorexia!Nervosa.!
!
!
!
!
Dr!P!Rhodes! ! Department!of!Clinical!Psychology! Usyd! ! Ph:!+61!2!9351!6708! !
Mr!A!Wallis! ! Department!of!Adolescent!Medicine! CHW! ! Ph:!+61!2!9845!2446!
Dr!J!Miskovic! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2009!
Ms!K!Fink! ! School!of!Psychology! ! ! Usyd! ! Ph:!+61!4!145!50636!
Dr!S!Madden! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
A/Prof!Kohn! ! Department!of!Adolescent!Medicine!! CHW! ! Ph:!+61!2!9845!2446!!
!
This! is!a!booklet!that!has!been!put!together!to!help!you!decide!if!you!would! like!to!take!part! in!a!
research! study! evaluating! the! Family! Admissions! Program! being! run! at! Westmead! Children’s!
Hospital!for!adolescents!suffering!from!Anorexia!Nervosa.!
!
Before! you! decide!whether! or! not! you!would! like! to! participate! in! this,! it! is! important! for! you! to!
understand!why!the!research! is!being!done!and!what! it!will! involve.!Please!take!the!time!to!read!
the!following!information!carefully!and!discuss!it!with!others!if!you!wish.!
!
Who!is!doing!the!study?!!
The!study!is!being!run!by!Ms!Keren!Fink,!a!Provisional!Psychologist!who!is!currently!training!as!a!
Clinical!Psychologist!at!the!University!of!Sydney.!Ms!Fink!will!be!will!be!conducting!the!study!under!
the!supervision!of!Dr!Paul!Rhodes!(School!of!Psychology,!University!of!Sydney),!Mr!Andrew!Wallis!
(Department!of!Adolescent!Medicine,!Children’s!Hospital!at!Westmead)!and!Dr!Jane!Miskovic!
(Department!of!Psychological!Medicine,!Children’s!Hospital!at!Westmead).!
!
What!is!the!study!about?!
The!purpose!of!the!study!is!to!evaluate!the!effectiveness!of!the!Family!Admissions!Program!(FAP)!
in! treating!adolescents!with!Anorexia!Nervosa.! !We!hope!to!explore! the!experience!that!you!and!
your!family!have!had!in!the!program,!and!whether!or!not!you!found!it!to!be!helpful.!We!also!want!to!
assess! whether! or! not! your! experiences! in! the! FAP! were! consistent! with! what! your! clinicians!
expected! to! see.! We! hope! that! this! will! allow! us! to! identify! any! differences! between! your!
experiences!of!treatment!and!the!clinicians’!expectations,!and!thereby!highlight!areas!of! the!FAP!
that!could!be!improved!in!the!future.!
!!
What!will!I!have!to!do!if!I!take!part?!!
A!researcher!will!visit!you!and!your!family!for!a!30\40!minute!interview!on!the!first!or!second!day!of!
your! stay! in! the!hospital! as! part! of! the!FAP.! In! the! interview,! you!and! your! family!will! be!asked!
questions!about!your!expectations!of!the!program!and!how!you!think!it!might!help!you.!On!the!last!
day! of! the! program,! a! researcher! will! again! visit! you! and! your! family! for! another! 30\40!minute!
interview.!This!time!you!will!be!asked!questions!about!your!experiences!over!the!two!weeks,!and!
whether!or!not!you!found!the!program!to!be!helpful.!
!
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In! addition! to! the! interviews,! you! will! also! be! asked! to! fill! out! some! questionnaires! about! your!
feelings!and!eating!patterns.!You!will!be!asked!to!fill!out!these!questionnaires!three!times!\!once!at!
the! beginning! of! the! FAP,! once! in! the! middle! of! the! FAP! and! once! again! at! the! end.! The!
questionnaires!should!take!approximately!15!minutes!to!complete.!
!
Do!I!have!to!take!part!in!the!research?!!
No!you!don’t.!Participation!in!this!study!is!voluntary.!It!is!entirely!up!to!you!whether!or!not!you!
participate.!If!you!decide!not!to!participate,!it!will!not!affect!your!treatment!at!the!hospital,!or!your!
relationship!with!any!of!the!hospital!staff!members.!If!you!wish!to!withdraw!from!the!study!once!it!
has!started,!you!can!do!so!at!any!time!without!having!to!give!a!reason!and!without!any!penalty.!
!
Confidentiality/Privacy!
Any!information!that!is!collected!about!you!will!remain!confidential,!which!means!that!it!will!be!kept!
private!between!you!and!the!researchers.!The!only!time!that!information!might!have!to!be!told!to!
someone!else!is!if!you!indicate!that!someone!has!harmed!you!or!you!want!to!harm!yourself.!If!any!
of!those!things!happen,!the!researchers!would!have!to!tell!the!Department!of!Community!Services.!
Are!there!any!sideLeffects!or!risk!associated!with!me!taking!part!in!this!study?!
It!is!not!likely!that!the!study!will!have!side\effects!or!risks.!If!you!do!become!upset!or!distressed!
during!the!research,!you!can!stop!and!tell!your!parents!or!the!researcher.!If!you!want,!you!can!then!
talk!to!Ms!Joanne!Titterton,!who!is!a!clinical!nurse!consultant!at!the!Eating!Disorder!Service,!about!
your!experiences.!You!can!also!Ms!Titterton!directly.!Her!contact!details!are:!
Phone:!+61!2!98452005!
Email:!joanne.titterton@health.nsw.gov.au!
What!will!happen!to!the!information!I!tell!you?!
The!information!you!tell!us!will!only!be!used!by!the!University!of!Sydney!and!Westmead!Children’s!
Hospital! to!help!us!evaluate!how!effective! the!FAP! is!and!possible!ways! it!can! improve.!No\one!
else!will!be!allowed!to!access!this!information.!The!information!could!be!used!with!information!from!
other! participants! in! reports! or! papers! about! the! research,! however,! you! will! not! be! able! to! be!
identified!in!these!reports!or!papers.!!
!
The! information!you! tell!us!will!be!stored! in! locked!storage!cabinets!at! the!University!of!Sydney,!
and! it! will! only! allowed! to! be! accessed! by! the! researchers! listed! at! the! top! of! the! page.! The!
information!will!stay!in!those!cabinets!for!5!years,!and!then!it!will!be!destroyed!and!deleted.!!
!
If!you!have!any!questions!about!the!research!project!or!you!want!to!talk!about!it,!please!contact!Ms!
Keren!Fink.!You!can!reach!her!at:!
!
Phone:!0414550636!
Email:!kfin8268@uni.sydney.edu.au!
!
If!you!are!unhappy!about!anything!that!happens!in!this!study,!tell!your!parents!or!the!
researchers!and!they!will!know!who!to!contact.!
!
This!booklet!is!for!you!to!keep.!!
!
!
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CONSENT'FORM'
!
Exploring'the'Effects'of'the'Family'Admissions'Program'in'
Treating'Adolescents'with'Anorexia'Nervosa.'
(
(
!
!
!
Dr!P!Rhodes! ! Department!of!Clinical!Psychology! Usyd! ! Ph:!+61!2!9351!6708! !
Mr!A!Wallis! ! Department!of!Adolescent!Medicine! CHW! ! Ph:!+61!2!9845!2446!
Dr!J!Miskovic! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2009!
Ms!K!Fink! ! School!of!Psychology! ! ! Usyd! ! Ph:!+61!4!145!50636!!
Dr!S!Madden! ! Department!of!Psychological!Medicine! CHW! ! Ph:!+61!2!9845!2005!
A/Prof!Kohn! ! Department!of!Adolescent!Medicine!! CHW! ! Ph:!+61!2!9845!2446!
!
!
I!have!read!and!understand!the!Information!Sheet,!and!give!my!consent!for!my!child!to!participate!
in!this!research!study,!which!has!been!explained!to!me!by!!!
!
__________________________________________________________________________!
!
!
I!understand!that!I!am!free!to!withdraw!from!the!study!at!any!time!and!this!decision!will!not!
otherwise!affect!my!child’s!treatment!at!the!Hospital.!
!
!
NAME!OF!CHILD:!_________________________________________________!(Please!print)!
!
!
NAME!OF!PARENT!OR!GUARDIAN:!__________________________________!(Please!print)!
!
!
SIGNATURE!OF!PARENT!OR!GUARDIAN:!____________________________!Date:!_______!
!
!
'
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Appendix D 
Interview Schedule for Narrative Inquiry 
INTERVIEW QUESTIONS FOR NARRATIVE INQUIRY 
1. Can you briefly tell me the story of your daughter’s, and family’s, journey with 
Anorexia Nervosa (AN) from start to now? 
a. [prompts]: 
i. When did you first notice something had changed? 
ii. What was happening around that time? 
iii. What did the AN look like? 
iv. How did you try and help your daughter/son? 
v. Where is your daughter/son now in terms of recovery from the AN? 
vi. Where is your family now in terms of recovery from the AN? 
2. Can you now tell me about your family’s journey through the Family Admissions 
Program (FAP) from start to finish? 
a. [prompts]: 
i. What led you to consider the FAP? 
ii. What was your family’s experience during the FAP 
1. [question directed to each family member]: Can you 
describe your experience during the FAP? 
iii. What effect do you believe it had on the AN? 
iv. What effect do you believe it had on your family? 
v. What overall role do you believe the FAP had on your daughter’s, 
and your family’s, struggle with AN? 
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Appendix E 
Interview Schedule for Interpretative Phenomenological Analysis 
 
SEMI-STRUCTURED INTERVIEW QUESTIONS for CLINICIANS 
Pre-treatment: 
1. What has determined this family’s referral to the Family Admissions Program? 
2. What are your intended aims of the program for this family? 
3. By what processes of change you think the program will work according to, for this 
family? 
4. What effect do you think these processes will have on the family? 
5. What outcomes do you expect to see by the end of the program? 
Post-treatment: 
Clinicians: 
1. Did you see changes or outcomes in the family and/or adolescent at the end of the 
program? 
2. Were these the changes/outcomes that you expected to see? 
a. How did they differ? 
3. Do these changes/outcomes satisfy your initial aims and expectations of the 
program? 
4. Why do you think these changes/outcomes occurred? 
5. Were there particular parts of the program that you think lead to the observed 
outcomes? 
6. Do you think your evaluations of the program and its effects differ from those of the 
family? 
a. Why/why not? 
 
SEMI-STRUCTURED INTERVIEW QUESTIONS for FAMILIES 
Pre-treatment: 
1. What is your family currently going through that has lead to the Family 
Admission Program? 
2. What are you hoping will change from the experience? 
3. What do you feel is the main issue that needs support? 
Post-treatment: 
1. What effects has the admission had on 
a. The way you interact as a family? 
b. The Anorexia? 
c. Your feelings that you can manage the Anorexia? 
2. Which moments during the program were particularly significant? 
a. What made these moments significant? 
3. How similar or different has the experience been from the expectations you had 
before the program? 
4. Have you noticed any other changes in your family since you finished the 
program? 
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Appendix F 
Table of relevant papers from Chapter 2 Literature Review 
Study Study Design/Overview Participants Outcome Measures Results/Conclusions 
Bulik et al. (2007) Systematic review of efficacy of RCTs 
for treatments of AN 
32 treatment studies were included, which 
involved either only medications, only 
behavioral interventions, or medication plus 
behavioral interventions for adults and 
adolescents 
n/a Evidence for treatments in adults is inconclusive; types of family-based 
treatment are efficacious for adolescents but not adults 
Courterier, Kimber 
& Szatmari, 2013 
Systematic review of efficacy of 
Family-Based Treatment (FBT) 
compared with individual treatment 
among adolescents with eating 
disorders 
12 randomized controlled trials involving 
adolescents with eating disorders and family 
therapy were included 
Random effects model plus 
odds ratio were used for a 
meta-analysis within the 
review, assessing 
"remission" as the primary 
outcome measure 
FBT not significantly different from individual treatment at end-of-
treatment; however, at 6- and 12-month follow up FBT was significantly 
superior to individual treatment 
Eisler et al. (1997) 5-year-follow-up of Russel, 
Szmulker, Dare & Eisler (1987) 
(see Russel, Szmulker, Dare & Eisler (1987) 
– 100% retention rate 
(see Russel et al., (1987) Statistically significant improvements from Russel et al., still evident at 5-
year-follow-up 
Eisler et al. (2000) Second RCT comparing CFT vs. SFT  40 adolescents with AN and their families FACES-III; SCFI; EE rating 
scales; IBW 
In high EE families, SFT yielded superior treatment outcomes; in low EE 
families, no difference between SFT and CFT; Significant negative 
relationship also found between degree of emaciation prior to treatment and 
post-treatment weight, independent of treatment group 
Eisler, Simic, 
Russell & Dare 
(2007) 
5-year-follow-up of Eisler et al. 
(2000) 
See Eisler et al. (2000) – 100% retention rate See Eisler et al. (2000) No significant difference in eating disorder remission rates at 5-year-
follow-up; in families with high EE, responses to treatment were seen as 
worse when they did CFT vs. SFT 
Eisler (2005) Clinical overview of individual family 
therapy (FBT) and multi-family 
therapy (MFT) 
n/a n/a n/a 
Eisler, Lock & Le 
Grange (2010) 
Descriptive overview of a multi-
family therapy treatment program 
(MFT) 
n/a n/a n/a 
Fisher, Hetrick & 
Hushford, 2010 
Cochrane review comparing RCTS of 
family therapy for adolescent AN 
with standard and other treatments 
13 trials were included, predominately 
investigating variations of family based 
therapy 
 Some evidence to suggest that family therapy may be effective compared to 
TAU in short term. However, results based only on limited number of trials 
that had only a small sample sizes with possible reporting bias. Concluded 
that family therapy has little advantage over other psychological 
interventions. 
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Girz et al. (2013) Preliminary evaluation of treatment 
outcomes for a Day-Program for 
adolescents with AN 
17 female adolescents with varied 
presentations of AN 
Eating Disorders Inventory 
(EDI-3); Parents Versus 
Anorexia Scale (PVA);  
Improvements in AN symptomatology and parental self-efficacy found at 
end of treatment and 6-month follow-up 
LeGrange, Eisler, 
Dare & Russell 
(1992a) 
RCT comparing Conjoint Family 
Therapy (CFT) vs. Single Family 
Therapy (SFT) 
18 adolescents with short illness histories of 
AN and their families 
IBW; Morgan-Russell 
Assessment schedule; 
Eating Attitude Test (EAT); 
Rosenberg Self-Esteem 
Scale (RSE); Standardised 
Clinical Family Interview 
(SCFI); Expressed Emotion 
(EE) ratings; Family 
Adaptation and Cohesion 
Evaluation scales (FACES-
III) 
No significant difference between groups post-treatment; however, EE 
found to be an important moderating factor across the groups 
LeGrange, Eisler, 
Dare & Russell 
(1992b) 
Further investigation of clinical 
interview data from LeGrange, Eisler, 
Dare & Russell (1992a) 
See LeGrange, Eisler, Dare & Russell (1992a) EE ratings  In families who displayed high levels of EE prior to treatment, SFT yielded 
more successful clinical improvements than CFT 
LeGrange, Hoste, 
Lock & Bryson 
(2011) 
Further investigation of relationship 
between EE and outcome in Lock et 
al.’s (2005) study 
See Lock et al. (2005) EE ratings; ratings of 
maternal and paternal 
warmth 
EE low in parents of adolescents with AN; paternal warmth seen to be 
predictor of good outcome 
LeGrange & Eisler 
(2009) 
Literature review of family therapy 
for AN  
Twenty treatment studies included. They 
were divided in terms of patient age 
(adolescent vs. adult) and type of study 
(uncontrolled vs. controlled) 
 Majority of adolescent studies (uncontrolled or controlled) involved the 
parents or family in the treatment. Concluded that effectiveness of family-
based treatment is best modality for adolescents with AN 
Lock et al. (2001) Description of first manualisation of 
FBT 
n/a n/a n/a 
Lock et al. (2010) RCT comparing FBT vs. Adolescent-
Focused Therapy (AFT) 
121 adolescents with AN Full remission from 
anorexia nervosa defined as 
normal weight (>95% of 
expected for sex, age, and 
height) and mean global 
Eating Disorder 
Examination score within 1 
SD of published means.  
FBT significantly better for recovery rates only at 12-month follow up (42% 
of FBT group vs. 19% of AFT group maintained >95% IBW) 
Lock & LeGrange 
(2012) 
Second edition of FBT manual n/a n/a n/a 
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Lock, Agras, 
Bryson & Kraemer 
(2005) 
RCT comparing short-term FBT (6-
month, 10-session course) vs. long-
term FBT (12-month, 20-session 
course) 
86 adolescents with AN and their families  BMI; global Eating Disorder 
Examination (EDE) scores; 
Yale-Brown-Cornell Eating 
Disorder Scale 
No difference in outcomes across groups (90% of all participants no longer 
met AN criteria at end-of-treatment); EDE scores for patients with non-
intact family structures and more severe eating disordered symptomatology 
significantly higher when they did the longer course of treatment; higher 
eating-related obsessionality also tended to predict a need for a longer 
course of treatment 
Rhodes et al. 
(2008) 
RCT exploring use of parent-to-parent 
consultations as a potential 
augmentation to FBT  
Twenty families, randomized into two 
groups (standard FBT vs. FBT + parent-to-
parent consultation)  
Parents versus Anorexia 
Scale (for parental 
efficacy); Depression 
Anxiety and Stress Scale 
for patient distress; %IBW  
Significant difference between groups, in which FBT + parent-to-parent 
consultation found to have slight increase in the rate of weight restoration  
 
Russel, Szmulker, 
Dare & Eisler 
(1987) 
First RCT comparing FBT to 
supportive individual therapy for 
individuals with AN 
80 adolescents and adults with either AN or 
Bulimia Nervosa  
% Ideal Body Weight (IBW) Adolescents with an early onset (< 19 years) and short AN illness duration (< 
3 years) had significantly higher IBW at end-of-treatment when treated 
with FBT vs. individual therapy 
Scholz & Asen 
(2001) 
Descriptive overview of a multi-
family therapy treatment program 
(MFT) 
n/a n/a n/a 
Wallin & Persson 
(2006) 
RCT comparing in-patient re-feeding 
to a family inpatient admission for 
adolescent AN, with 7 year follow-up 
(but only for family-inpatient-
admission group) 
9 adolescents with AN (only 7 available at 
follow-up) 
Weight; Eating Disorder 
Inventory for children (EDI-
C); Eating Attitudes Test for 
children (Ch-EAT); 
Symptoms Checklist; Body 
Attitude Test (BAT) 
Substantial reduction in AN symptomatology for a small portion of patients 
at discharge (EDI-C and weight at discharge); follow-up data showed 
reduction in number of criteria met for AN  
Wallis et al. (2013) Descriptive overview of the Family 
Admissions Program (FAP) + 
preliminary evaluations of outcomes 
for families who have taken part 
since beginning of program 
18 adolescents with AN and their families Length of individual in-
patient stay; readmission 
rates; parents self-reports 
of feelings of efficacy 
Observed decreased length of overall in-patient stay for adolescent; 
reduced readmission rates for rural patients; increase in parents self-
described feelings of efficacy against AN 
 
 
 
